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nearly identical to mother’s milk’ in nutritional breadth and balance 


A new infant formula 


Enfamil 


Infant formula 


Five years of research and 41,000 patient days 
of clinical trials demonstrate the excellent per- 
formance of Enfamil. This new infant formula 
satisfies babies and they thrive on it. Digestive 
upsets are few and stool patterns are normal. 
Enfamil produces good weight gains. In a 
well-controlled institutional study? covering 
the crucial first 8 weeks of life, Enfamil pro- 
duced average weight gains of 11.3 ounces 


every 2 weeks during the course of the study. 
Enfamil is nearly identical to mother’s milk! 
¢ in caloric distribution of protein, fat and car- 
bohydrate® in vitamin content (vitamin D added 
in accordance with NRC recommendations) 
e in osmolar load ® in ratio of unsaturated to 
saturated fatty acids ¢ in absence of measura- 
ble curd tension for enhanced digestibility 

Babies started on Enfamil stay on Enfamil 


1, The Composition of Milks, Publication 254, National Academy of Sciences and National Research Council, Revised 1953, 
2. Brown, G.W.; Tuholski, J.M.; Sauer, L.W.; Minsk, L.D., and Rosenstern, I.: J. Pediat. 56:391 (Mar.) 1960. 
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WARREN L. BOSTICK, M.D., San Francisco 


WE, AT THIS MOMENT, pause to welcome a new op- 
portunity for California doctors to serve their state 
—a renewed occasion to translate into action the 
deliberations of this House, dedicated to assuring 
excellent health for a dynamic America. 


Change is upon us, and with ever increasing ac- 
celeration. Time was, when physicians were tradi- 
tionally stabilized in society. In those halcyon years 
medicine bore many fruits for her patients. Anti- 
septics, anesthetics and antibiotics were developed. 
With its scientific allies, medicine warred on other 
plagues of mankind until they faltered and fell: 
diabetes, glaucoma, pernicious anemia. 


Let us acknowledge the driving essence of these 
victories over disease. Ambition was not enough— 
it required dedication to patients. Intelligence did 
not suffice—it needed moral fiber. Material reward 
was hollow—it required thankful human beings. As 
we step forward to serve America in the coming 
year, let us preserve those basic ingredients that 
made our efforts successful. 


Saving the best of the past, however, must never 
impede the acceptance of the new. Fresh and pro- 
found social changes are upon us. People have tasted 
the delights of good health and rightly demand it. 
With magnificent broad education, Americans are 
recognizing excellence of quality in medicine and 
will have nothing less. Having changed from a 
pattern of a savings account economy to one of pay- 
as-you-go acceleration, they insist upon avoiding 
most unexpected expenses by insurance. Americans 


Presidential Address before the House of Delegates of the California 
Medical Association, May 3, 1961. 


VOL. 94, NO. 5 + MAY 1961 


demand prepayment for their health needs. The 
more complete the coverage, the more pleased the 
citizen-voter. 


And all of this is occurring in the new framework 
of increasing group action and enlarging govern- 
ment. Medicine has too often failed to recognize a 
potential basis for common agreement with new so- 
cial forces. Labor has long ago joined business as a 
mature member of the economic family. When prob- 
lems arise which tend to separate us from a major 
group in society, let us first agree on the areas that 
unite us instead of belaboring the problems that di- 
vide us. Let us see in responsible labor and respon- 
sible business many forces emphasizing the dignity 
of individualism and major bulwarks against mas- 
sive paternalistic government. 


As for the role of government, if it would be 
constructive and helpful in problems of health it 
should do no more than assure fair play and indicate 
broad lines of principles to aid great industries and 
professions in serving the people. Government can 
be the umpire. Thus it must stay out of the game. 
When the government seeks health services for its 
employees or its charges, it must, if America is to 
be well served, obtain them in the open market in 
cooperation with medicine which has evolved 
delicate and proven methods for assuring quality, 
personal service and reliability. 


What is the priceless health care ingredient that 
doctors know the people will lose if government de- 
stroys the present form of medical practice? They 
will lose quality medical care administered by a per- 
sonal physician performing at his maximal capa- 
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city. What factors are essential to inspire such effort 
under all circumstances? They are not many: First, 
the privilege of a patient to consciously employ 
and/or dismiss his doctor with full freedom; second, 
the necessity of the doctor’s carrying the continu- 
ing full responsibility for the consequences of his 
decisions; and finally, the inspiration of maximal 
personal concern and mutual understanding between 
a doctor and his patient. To the degree that personal 
selection is impaired, mediocrity is invited. To the 
extent that responsibility and continuity is diluted, 
maximal effort is sapped; to the point that empathy 
and mutual respect are compromised, catastrophe 
is tempted. These are basic truths that will be 
acknowledged by all wishing to obtain the best 
medical care. 


We do not ask what rights can we demand to 
protect our practice, but rather, what safeguards 
are needed to assure the best medical care for all 
people. 

And if the medical profession is itself to be 
worthy of its obligation, it has many clear respon- 
sibilities. Some are well recognized and well im- 
plemented. Its scientific excellence is outstanding. 
The quality of medical education stands as a beacon 
of academic and professional self-discipline outside 
of government. Other responsibilities are more re- 
cently assumed. I refer to making health facilities 
available to all people. Medicine recognizes this 
as a legitimate demand of our citizens. In coopera- 
tion with the responsible, distinguished, and socially 
sensitive California Hospital Association, this medi- 
cal team is intent upon meeting this demand. 


Still another challenge is being met with full 
energy and dedication. This is the assurance of 
quality in medical services—in the office, in groups, 
and in the hospital. It must be flawless at all levels. 
The people will accept nothing less; our profession 
must demand of itself even more. Our insistence 
on quality is underscored by action: Legislation in 
cooperation with the legal profession, active sup- 
port of quality recommendations of the Governor’s 
Committee on the Study of Medical Aid and Health, 
and close cooperation with the Hospital Association. 
These represent effective acceleration along the path 
of quality assurance. More lies in the future. We 
cannot falter until we and all patients know in our 
hearts that each doctor is acting in his field of 
competence and at full quality. Some of medicine’s 
finest opportunities for self-determination lie in 
this area. 


And can we let this year, that portion of the 
future which is almost within our grasp, pass with- 
out soul-searching decisions and vigorous action in 
modernizing our methods by which our patients 
can purchase our services? 


282 








Experimentation is not only for the natural sci- 
ences. It must apply to developing new and variable 
methods for providing health services. A method 
which flourishes in one area is restrictive in another; 
one that unites a small group disrupts a large one. 
There is no universal single method, there are only 
common principles. The best medicine and health 
care is dynamic, personal, local, responsive. To pro- 
pose the centralization of a massive single health 
directive for a whole state or, worse yet, a whole na- 
tion, would be to choke off the unfolding promise of 
one of the finest flowers of our American culture— 
its health. 


Economic habits have changed. Installment pay- 
ments have replaced cash and carry; insurance has 
supplanted bank reserves, As with their homes, their 
life insurance, their property liability, Americans 
demand that health liability be prepayable. Doctors 
must make their service fit in the new pattern. 
This means quality assurance, abuse control and pre- 
dictable charges. In the past decade great progress 
has been made in all three. It is not enough for a 
doctor to say he serves; he must ask, “Is it my 
best?” It is insufficient for a doctor to know he 
heals; he must ask, “Have I done it efficiently?” It 
is inadequate for a doctor to know that his charge 
was for saving life; he must ask, “Would my charges 
be considered fair by my professional peers?” 


It is in the charges for professional service that 
emotions run highest and understanding lowest— 
emotions of physicians and of patients alike. Herein 
lies the last major area of insufficient unity. We 
have made major progress, however. Our C.P.S. 
has been a pattern for all the nation. Our Relative 
Value Study has received the sincerest form of 
flattery—imitation. Local and regional plans of 
various medical foundation concepts have met a need 
and inspired local physicians to see, to understand 
and to guide the processes that make medicine’s 
services marketable at maximal coverage. 


Here is our single major and most urgent action 
if medicine is to survive in a form to produce its 
greatest good: Either all doctors unite to establish 
their own disciplined program of reasonable prices 
for their services in a prepayment system available 
to all, or the government will do it for them. It will 
do so destroying many essential aspects of the health 
care of the people, and at exorbitant cost. We have 
little time left. It may already be too late. This is a 
trying lesson in democracy for our profession. Excel- 
lent methods have been devised by partners, fine 
procedures are in use by county societies, exciting 
principles have been approved by this House of Del- 
egates. However, major decisions often echo with 
reservations, hesitancy, doubt. Of course in a repub- 
lic there is always a minority opinion. Let there 
always be a minority, for therein lies the essence 
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and flexibility of a democracy. Let there, however, 
always be an inspired majority, assuming its re- 
sponsibility with vigor and vision and resting secure 
in the knowledge that it has united behind it the 
entire profession, and that its cause is right. 

And so, my fellow physicians, as we move to- 
gether into a new year with your newly selected 
leaders, what do we offer America for her confi- 
dence in us? A responsible profession, concerned with 
the cost of health and doing something about it; 
a humble profession, aware of its limitations but 
determined to care for our patients with ability and 
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dedication; a proud profession, sharing with citizens 
the knowledge that with our system, America enjoys 
the finest fruits of excellent health ever known 
to man. 

And finally, at this moment of rededication, what 
do we ask in return? Only the privilege of remain- 
ing the personal servants of the people of California 
and America, so that when history looks back upon 
our efforts and the confidence placed in us, it can 
truly say we recognized the privilege, we gave our 
best, and, with the help of God, we did not fail. 


40 Twain Harte Lane, San Rafael. 


































Electrocardiograms by Telemetry 


TRAVIS WINSOR, M.D., E. A. SIBLEY 
and E. K. FISHER, Los Angeles 





MODERN ELECTRONIC telemetering equipment has @ Radiocardiography makes it possible to trans- 
made it possible to transmit electrocardiographic mit an electrocardiogram by air from patient to 
and other physiologic data from animals and man recording device. The distance of transmission 


may be a few feet, as in a physician’s office; or 
it may be many miles, as when transmitting 
electrocardiograms from aircraft, rockets or sat- 


through air to appropriate recording equipment 
many miles away.” 


The telemetering of the electrocardiograms from ellites to the earth. The _ radiocardiographic 
the monkeys Able, Baker and Old Reliable during method has the advantage of versatility, sim- 
rocket flight demonstrates the importance of the plicity, freedom of movement for the patient and 
method in the study of the heart during flight. Here, high amplitude, and is especially suited for re- 


; ‘ di lect di duri ise. 
the method of telemetry has given results which a 


suggest that rocket travel would not evoke excessive 
cardiac responses in man. Barr and Voas! described 
in detail a telemetering system which has been em- 
ployed for the recording of electrocardiograms and 
other physiologic measurements in test pilots flying 
aircraft of experimental design. Here, the method 
makes it possible to observe from the ground ab- 
normal cardiovascular phenomena in the pilot, 
and hence to send to the pilot by radio the necessary 
warnings to prevent accidents. 


The purpose of the present report is to point out 
the application of the radiocardiogram in the prac- 
tice of cardiology and to describe its advantages and 
disadvantages as compared with the electrocardio- 
graphic system which is employed conventionally. 



















METHODS AND MATERIALS 


The equipment used in these studies—a trans- 
mitter and a receiver—was developed especially for 
use in physicians’ offices. The transmitter, which Figure 1—Photograph of amplifier and transmitter of 
weighs 3 ounces, is housed in a plastic box 1x2x3 the radiocardiographic unit. 
inches (Figure 1). Usually this unit is worn like a 
necklace around the neck, or it may be placed in a 

ocket. The receiver consists of an FM tuner and 
annua electrocardiographic machine and/or & B C D E 
cathode ray oscilloscope. The method involves the 
detection of voltage variations from the surface of 
the body which are picked up by appropriate elec- 
| trodes. The voltages are amplified and are broadcast 
as a frequency modulated signal to the FM tuner, 
which detects and converts frequency variations into 
voltage changes that activate the stylus of the electro- 





















From the Heart Research Foundation, Inc., 4041 Wilshire Boule- 
vard, Los Angeles. Aided by a grant from Lockheed Aircraft Corpora- 





tion, Missiles and Space Division. The technical assistance of Sally Figure 2.—Radiocardiographic system employed in 
Cony & quately ecknowieiges. aa ; these studies. (A) Patient; (B) amplifier and trans- 

From the Department of Medicine, University of Southern Cali- a 4 dulated 
fornia Schoo! of Medicine, Los Angeles 35. mitter; (C) radiowaves; (D) frequency modulate 


Submitted September 26, 1960. tuner; (E) ECG machine. 
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cardiogram or beam of the cathode ray oscilloscope 
(Figure 2). 

To demonstrate the similarity of the electrocardio- 
gram and the radiocardiogram a test was made as 
shown in Figure 3. Two tracings were made simul- 
taneously on a multichannel Sanborn recorder. In 
one the electrocardiogram was recorded by the con- 
ventional technique of connecting the patient directly 
to the recorder with wires, and in the other the 
electrocardiogram was transmitted to the recorder 
by air. Flat German silver electrodes, 2x3 cm., 
were applied with a good quality electrode jelly and 
were held in place by a chest strap. The electro- 
cardiogram and radiocardiogram appear identical 
in the record. 


The electrode positions employed in this study 
were at the right and left sixth intercostal spaces in 
the midaxillary lines, the polarity being adjusted so 
that a positive potential at the left chest with respect 
to the right chest would result in an upright de- 
flection in the trace. The resulting trace resembled 
lead I in most cases. Good electrocardiograms were 
obtained without distortion with the patient supine, 
sitting, standing, walking on the floor or on a 
treadmill. 


Carbery and Freiman pointed out that the use 
of stainless steel mesh wire electrodes with bentonite 
paste, applied to the manubrium of the sternum and 
sacrum with adhesive tape, decreases movement of 
the electrode on the skin and diminishes wandering 
of the baseline. Also, filtering of the electrocardio- 
gram to permit only the passage of waves from 0.1 
to 20 cycles per second helps to decrease the dis- 
tortion caused by muscle tremor that may be pres- 
ent, especially if the patient is exercising. 


RESULTS 


The exercise tolerance test was carried out by 
having the patient walk on a treadmill at 2 miles an 
hour up a ten-degree incline while recordings were 
being made from the midaxillary transthoracic lead 
described above. The electrocardiogram was ob- 
served continuously on a cathode ray oscilloscope 
and was recorded intermittently on a Poly-Viso re- 
corder at paper speeds of 25 or 50 mm. per second. 
The duration of exercise was recorded with a stop 
watch. The patient was observed carefully during ex- 
ercise for shortness of breath or the development of 
an ashen-gray color. If S-T segment shifts or cardiac 
irregularities appeared, the treadmill was stopped 
and the patient stood, sat or reclined for subsequent 
recordings to observe the electrocardiographic 
changes during recovery. Usually abnormal S-T seg- 
ment shifts developed before precordial pain was 
detected by the patient. Occasionally the pain did not 
develop until the patient was supine or resting. 
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CONVENTIONAL ELECTROCARDIOGRAPHIC © 
CONNECTION TO PATIENT 


co 
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TRACING TAKEN SIMULTANEOUSLY BY 
AIR TRANSMISSION 
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Figure 3.—Similarity between electrocardiogram re- 
corded by direct wire connection and radiocardiogram 
recorded by air transmission. 


Some important differences between the exercise 
radiocardiogram and the exercise electrocardiogram 
by direct wire connection are apparent. First, with 
the radiocardiogram the patient is free to move 
throughout the test, which makes walking easy and 
also makes possible other maneuvers such as squat- 
ting. Second, the high output of the radiocardio- 
graphic transmitter makes it possible to obtain 
tracings of high amplitude when desired and thus 
unmask small S-T segment shifts. Although the high 
amplitude causes the QRS complexes to sweep out 
of the oscilloscopic field or the recorder stylus to 
hit the top of the paper, the S-T segments and other 
waves of relatively low amplitude are clearly por- 
trayed. In this way, abnormal S-T segment shifts 
due to cardiac disease can be detected early and 
are easily read from the radiocardiogram. Third, the 
radiocardiographic technique makes it possible to 
record the electrocardiogram during exercise with- 
out distortion from muscle tremor, thereby making 
it possible to stop the test at any point before an 
excessive amount of exercise has been given. With 
the conventional two-step test a prescribed amount 
of exercise is given, based on age and weight of 
the patient, and the electrocardiogram is recorded 
before and after, but not during, the exercise. By 
continuously recording the radiocardiogram it is 
possible to stop the exercise at an arbitrarily selected 
level, for example when the S-T segment shifts show 
deviations of 1 mm., and have the patient recline. 
Recovery changes can be observed by making 
records at one-minute intervals for five minutes 
(Figure 4). 

The freedom with which the patient can move 
around and the versatility of the instrument are 
distinct advantages. The instrument can be worn 
under the clothes and the patient can walk a few 
hundred feet from the receiver into another room, 
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Figure 4.—Typical J and S-T segme 
with positive exercise test. The relationship between I, 
J and S-T segments is shown at different periods during 
and after the test. 


Figure 5.—Tracings during inspiration or expiration 
may assist in revealing the presence of cardiac disease. 


ascend stairs or eat and during this time have his 
electrocardiogram recorded continuously. It is 
probable that the radiocardiogram would be. suit- 
able for recording tracings during surgical opera- 
tion, for only two needle electrodes need be applied 
to the patient and the small transmitter can be 
connected to the electrodes by fine wires. Owing 
to the low voltage of the power supply, the trans- 
mitter can be used with many anesthetic gases 
without danger of igniting them. The trace could 


be transmitted to an appropriate recording system 
at any convenient place outside the surgery. Also, 
the radiocardiogram may be transmitted with other 
physiologic data such as pulse, temperature, electro- 
encephalogram, arterial or venous blood pressure, 
respiration rate, each recording being transmitted 
on a different frequency. Appropriate receivers 
tuned to the proper frequency could receive the in- 
formation. In this way a large mass of data can be 
recorded on tape and stored for later analysis. 


The interpretation of the significance of the S-T 
segment shifts of the electrocardiogram sometimes 
is difficult. However, there are certain helpful fea- 
tures in the abnormal tracing which may be recog- 
nized. There are two points on the tracing which 
are of significance, the I and J points. The I point 
is formed by the junction of the auricular T wave 
with the beginning of the QRS complex, and the 
J point is formed by the junction of the QRS com- 
plex with the beginning of the S-T segment. In 
ordinary circumstances the I and J points are on 
the same horizontal level. A positive exercise toler- 
ance test is characterized by deviations (usually de- 
scent) of the J point with respect to the I point as 
seen in the midaxillary transthoracic lead. In a 
positive test, after exercise, characteristically that 
portion of the S-T segment which is between the J 
point and the peak of the T wave falls at or below 
the J point. After 3 or 4 minutes the S-T segment 
and J point return to the control condition. Trac- 
ings during inspiration and expiration are of diag- 
nostic value (Figure 5). 

It is entirely probable that the advent of the 
radiocardiogram represents an important step in the 
rapid transmission of physiologic data from patient 
to a medical reduction center and that in the near 
future medical data reduction centers handling tech- 
nical medical information will provide many services 
to assist physicians with many technical procedures. 

4041 Wilshire Boulevard, Los Angeles ( Winsor) . 
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Drugs in Pregnancy 


Their Effects on the Fetus and Newborn 


DOUGLAS H. SANDBERG, M.D., Los Angeles 


IT HAS BEEN RECOGNIZED for a long time that drugs 
given to a pregnant woman may pass through the 
placenta into the fetal circulation. It is only com- 
paratively recently that the significance of this phe- 
nomenon has been recognized, the stimulus to studies 
of the question having come from the increasing 
evidence of fetal problems traced to the use of 
drugs during pregnancy. Although information on 
this subject is meager, studies are now rapidly 
appearing. The present communication is a brief 
summary of some of the practically useful data on 
the placental transfer of drugs. 

The old concept of the placenta as a “barrier” is 
misleading. It is better characterized as a filter. At 
any rate, we now know that almost all drugs pass 
the placenta and appear in the fetal circulation, 
although often the concentration of the drug is a 
great deal higher on one side of the placenta than 
on the other. The placenta is actively involved in the 
transport of certain substances—sodium, for ex- 
ample—which may explain the gradient of concen- 
tration found. Substances of high molecular weight, 
like proteins, pass only slowly and in small amounts 
through the placenta. There is some question as to 
whether thyrotropic hormone and parahormone 
pass at all, and curare given to the mother does not 
appear in the fetal circulation. 


Differences in placental passage of drugs during 
normal as compared with complicated pregnancy 
must be defined before drugs can be safely used 
during gestation. 

Page*! defined the placental membrane as “those 
tissues of a developing ovum or embryo which are 
in contact with maternal tissues or fluids at any 
stage of gestation and which mediate the transfer 
of substances from the mother to the fetus or in 
the reverse direction.” As we learn more about 
this problem, his classification of placental transport 
mechanisms may be useful in ordering our thinking 
about this subject. He used four characteristics as a 
basis of classification: (1) The primary physio- 
logical significance of substances being transferred, 
(2) the relative rates of transfer, (3) the actual 
or predominant mechanisms of transport, and (4) 


From the University of California at Los Angeles Medical Center, 
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@ In considering drug therapy for pregnant 
women, it must be borne in mind that almost 
all chemical compounds in use as therapeutic 
agents pass from the maternal to the fetal cir- 
culation through the placenta. These drugs can 
produce a wide range of harmful effects on the 
fetus and neonatal infant. The effects of some 
substances for which we have data reflecting a 
deleterious effect are listed. 

It is suggested that in the future more caution 
be exercised in using drugs during pregnancy 
and that in histories, both obstetrical and pedi- 
atric, any therapy given to the mother during 
gestation be recorded in detail. 


the equality or inequality of distribution of the 
substance. 


12 


Foulger,’? in discussing the ability of chemicals 
to pass natural membranes, grouped chemical com- 
pounds into two classes: 


1. Those having fairly easy access to the cell 
interior, such as gases; those compounds more fat- 
soluble than water-soluble, organic bases and union- 
ized combinations of weak acids with weak bases; 
and 


2. Those not able to penetrate membranes easily, 
such as compounds with low fat solubility, salts of 
organic bases and highly ionized compounds. 


These two classifications are more likely to be 
useful in thinking about relatively short periods 
of exposure of the fetus to the substances, and less 
so when a drug is given over longer periods. 


After accepting the fact that most compounds 
can pass rather easily from the maternal to the fetal 
circulation, we must then consider what happens 
to them once they arrive. It is a rather general 
opinion that the body probably does not have a 
specific mechanism for dealing with each new for- 
eign compound to which it is exposed and must 
adapt existing mechanisms to do the job.*® This 
concept of relative lack of specificity of detoxication 
mechanisms is not in accord with some studies of 
micro-organisms showing that certain bacteria can 
synthesize specific proteins that deal with new for- 
eign substances. At least in humans these mechan- 
isms are often not efficient enough to eliminate a 
drug with a minimum of harmful effects. The re- 
sulting chemical alteration may at times produce a 
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substance more toxic than the original compound, 
as is the case, for example, with the detoxication 
of fluoroacetate. 

The mechanism for eliminating undesirable sub- 
stances from the body is called detoxication, the 
processes of which can be divided into two main 
phases.** The first is the oxidation, reduction or 
hydrolysis of the material, which may result in the 
activation of a biologically inactive compound, 
alteration of the substance’s activity or the inac- 
tivation of active compounds. We still have very 
little information as to the clinical significance of 
this phase. The second phase is ordinarily an in- 
activation process with the occasional exception 
of what has been called “lethal synthesis.” This 
phase consists of one of various methods of con- 
verting the compound into a product which the 
kidneys, or perhaps the liver, can excrete. Under- 
standing this latter phase has become of great clin- 
ical importance to pediatricians. This phase is the 
conjugation of the compound with various sub- 
stances such as glucuronic acid, glycine, sulfate and 
acetate. Conjugation with glucuronic acid has as- 
sumed major clinical significance in the past few 
years, and we know that the two enzymes that bring 
about this reaction, glucuronyl transferase and 
uridine diphospho glucose dehydrogenase, are pres- 
ent in low concentration in premature and full-term 
infants during the first few days of life.7°5 The 
enzyme level bears a direct relation to the body’s 
ability to excrete bilirubin and thus to the produc- 
tion of kernicterus in the neonatal period. 


We also know that certain drugs can influence this 
portion of bilirubin metabolism by interfering with 
its conjugation with glucuronic acid or with the 
binding of bilirubin to serum albumin, which is a 
preliminary step to conjugation. Synthetic prepara- 
tions of vitamin K when given in large doses to the 
mother have resulted in potentiation of serum hyper- 
bilirubinemia.11*-18:26 This is primarily the result 
of increased hemolysis, probably related to an in- 
stability of blood glutathione in newborns and 
premature infants with subsequent leakage of 
potassium from the red cell. The glutathione seems 
necessary for maintenance of the gradient in con- 
centration of the two sides of the cell membrane. 
The elevated serum bilirubin places a heavy load on 
the poor conjugating mechanism in these infants. 


The long-acting sulfa drugs such as sulfame- 
thoxypyridazine (Kynex®) and sulfadiamethoxine 
(Madribon®) can persist for days in detectable con- 
centrations in the blood of newborn infants after 
administration to a mother before delivery.°®*® This 
can interfere with bilirubin conjugation and excre- 
tion by displacing the bilirubin from its protein 
binding. The free “indirect” bilirubin can then 
_ apparently injure the extrapyramidal nuclei of the 


brain. Kernicterus has resulted at bilirubin levels 
of 12 to 15 mg. per 100 cc. in newborns who re- 
ceived sulfa therapy. The salicylates and phenergan 
can act in a manner similar to that of the sulfas, 
although evidence that they can have a deleterious 
effect when given to mothers before delivery is not 
available as yet. Chlorpromazine (Thorazine®) may 
possibly interfere with bilirubin metabolism by bind- 
ing of serum albumin. It is a common drug in use 
for the analgesia of labor, in combination with other 
drugs, and will have to be evaluated for this possi- 
bility of toxicity to the fetus. 

Chloramphenicol has been shown to be conjugated 
with glucuronic acid in the course of its elimination 
from the body, and in the newborn this reaction 
may be delayed.®?**® The hydrolyzed free chloram- 
phenicol is toxic, and has been shown to cause an 
increased neonatal mortality when used in dosages 
over 50 mg. per kilogram of body weight per day 
or 25 mg. in newborn infants or 25 mg. per kilo- 
gram per day in premature infants. It apparently 
passes the placenta poorly, which may be the reason 
for its seeming innocuousness when used during 
pregnancy. 

Certain drugs have been noted to produce ill 
effects on the fetus when administered earlier in 
pregnancy. Our present criteria for recognizing 
such effects are very crude; but even so, we have 
evidence of a potent teratogenic effect of the anti- 
cancer and antileukemic drugs, and a definite effect 
of the antithyroid drugs as well as radioactive 
iodine. The masculinization of newborn girl babies 
by various hormones given to mothers early in 
pregnancy is also well documented. 


Aminopterin is perhaps the best known of the 
drugs with teratogenic effects. Because of its pro- 
nounced toxicity to the fetus, it has been used by 


some physicians to induce therapeutic abortions.*? 


However, some hardy fetuses have survived this 
therapy and have had extensive malformations at 
birth. Other drugs in this general class have been 
incriminated, and in animal experiments several 
have produced fetal death or malformations. Smith** 
reviewed these studies well. This effect seems to be 
directly related to dosage. Cortisone has been shown 
to produce malformations in rats when given in high 
dosage. There is no evidence that ill effects on the 
fetus have occurred in humans. Radioactive iodine 
has resulted in fetal death and extensive malforma- 
tions. Goldstein'* reported a case of a woman with 
metastatic thyroid carcinoma who had I?*! therapy 
and six days later was delivered by hysterotomy 
of an 18 weeks old fetus. The infant was malformed 
and its thyroid gland was found to contain a large 
amount of radioactive iodine. Valensi** reported 
a woman treated for toxic goiter with I'* who 
subsequently stopped menstruating, had an unevent- 
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ful pregnancy and was delivered of a premature 
infant with extensive congenital anomalies that died 
shortly after birth. These instances would suggest 
that radioactive iodine is a dangerous drug for the 
fetus. 

There is ample evidence that iodides and the 
thiouracils may produce goiter or hypothyroidism 
in the fetus.*1!27.34 From the pediatrician’s point 
of view a little hyperthyroidism is much preferable 
to the attendant increased fetal mortality and in- 
cidence of malformations seen in infants born to 
hypothyroid mothers (that is, hypothyroidism not 
secondary to surgical operation). It is of interest 
in connection with the effect on the fetal thyroid 
that the thyroid tissue in the fetus does not seem 
to take up iodine during the first three or four 
months of gestation.?:** 

Androgens, progestins and estrogens have all 
been incriminated as producing masculinization of 
female newborn infants of some mothers who had re- 
ceived the hormone during early gestation.*:5:17:29.48 
There has been some reluctance to accept that estro- 
gens are a cause of this induced adrenogenital 
syndrome, but that the other substances are culpable 
is well documented. It has been shown that until 
after the seventh month of gestation, very little 
estrogen enters the fetal circulation in the normal 
situation. The criteria set down for a diagnosis of 
masculinization secondary to maternal hormone 
therapy are an exposure to one of these drugs 
during the pregnancy, a female sex chromatin pat- 
tern of the infant, normal urinary 17-ketosteroids, 
and no progression of the clinical manifestations.’® 
These infants may have anatomic abnormalities of 
the external genitalia, although there are no reports 
of an abnormality of internal organs. One interesting 
case has been reported of an infant whose mother 
during gestation had received large doses of testos- 
terone for 51 days early in pregnancy.’* The infant 
had scrotal rugae, and urinated through the tip of 
a small phallus. The uterus, tubes and ovaries were 
normal, The sex chromatin pattern was female, and 
the urinary 17-ketosteroids normal. 


One realizes of course that these drugs are com- 
monly given to pregnant women and only oc- 
casionally do the foregoing manifestations occur. 
This suggests that there may be an abnormality of 
the mother’s ability to metabolize progestins, 
androgens or estrogens respectively, or in the trans- 
mission of the hormone across the placenta.** 


An interesting phenomenon described in the 
recent literature is the occurrence of withdrawal 
symptoms in infants born to mothers addicted to 
narcotics.??:24,36,39 Tn such cases the mothers usually 
had had injections of the drug within a week of the 
delivery. The picture is a characteristic one: The 
infant is decidedly irritable, may be flushed, and 
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has a high-pitched, constant, cerebral cry. Con- 
vulsions may occur. The mortality rate in such 
infants is definitely increased unless the condition 
is recognized and promptly treated. This diagnosis 
may be difficult because of attempts to conceal the 
addiction. Infants born to mothers addicted to 
alcohol may show milder symptoms suggesting a 
similar withdrawal syndrome. 

The barbiturates are a group of drugs capable 
of severely depressing the fetal respiratory centers. 
A study of pregnant women in the fourth to the 
seventh month of gestation who had hysterotomy 
for various reasons after receiving an ordinary 
sedative dose of the drug showed that the concen- 
tration in fetal blood reached an equilibrium with 
maternal blood within as little as 30 minutes after 
an intramuscular injection. The elimination of the 
drug was as prompt with the fetus as with the 
mother. The transfer of pentothal after intravenous 
injection has been shown to occur almost immedi- 
ately. Fetal blood concentration was found to be 74 
per cent of that in the maternal blood level one 
minute after injection. This certainly makes pento- 
thal seem worthy of great respect, although a number 
of reports recommend it as a good obstetrical 
anesthetic agent in selected cases. There has been 
no evidence of appreciable fetal depression when 
the drug was given by physicians experienced in 
its use. 

A number of other drugs have been observed to 
produce undesirable effects on the fetus when given 
to the mother. Reserpine in 16 per cent of 77 
mothers who received the drug before delivery 
caused considerable nasal stuffiness in the newborn 
infant.’ This may result in feeding difficulties for 
the first few days of life and is ameliorated by 
decongestant nose drops administered for two or 
three days. Veratrine may produce fetal bradycardia. 
Hexamethonium may cause symptoms in the new- 
born identical to those of intestinal obstruction. A 
careful history can prevent an unnecessary opera- 
tion.*5 

Dicumarol and related anticoagulant drugs may 
produce intracranial bleeding with possible perma- 
nent brain damage.*” Phenobarbital, the sulfa drugs 
and salicylates may cause bleeding in the fetus when 
given to mothers during pregnancy; this in some 
cases has been associated with a decreased level of 
Stuart factor. 


Tranquilizers can potentiate analgesics and in- 
crease central nervous system depression.”° Nalline 
also can be a depressant, especially when given in 
conjunction with ether anesthesia. However, it can 
be lifesaving to the infant depressed from morphine 
or its derivatives administered during labor. 


Nicotine has been said to produce premature beats 
in the fetus. Digitalis is relatively nontoxic and 
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little of a pharmacological dose passes the placental 
barrier; what little does pass is for the most part 
chemically altered and its effect greatly reduced. 
However, when related to concentration by weight of 
cardiac tissue, the fetal heart has a concentration 
at least equal to maternal tissue levels.1°1® 


The effects of the various anesthetic gases as de- 


pressants are well known and need no repetition 
here.?® 


Pharmacological studies of the antibiotics in gen- 
eral have shown that they pass the placenta fairly 
easily, although the fetal concentration is usually 
from one-half to two-thirds of the maternal blood 
concentration. There is a report of a case in which 
penicillin given to a mother caused severe anaphy- 
lactic shock which resulted in fetal death. This 
occurred in the ninth month of gestation.”! An in- 
teresting case report which appeared in 1958 sug- 
gests that streptomycin passes the placenta and may 
result in deafness in the infant.* The child’s mother 
in that case received the streptomycin for tubercu- 
losis therapy. 


While further investigation in the area of drug 
effects on the fetus continues, we must exercise 
great caution in the use of chemical therapy during 
pregnancy. We are fortunate that common drugs 
such as aspirin and phenobarbital have not produced 
more problems. Because the use of drugs during 
pregnancy is increasing rapidly, obstetrical and 
pediatric histories must include detailed reference 
to any therapy given, especially when complications 
arise in the fetus or newborn. 

University of California at Los Angeles Medical Center, Los An- 
geles 24. 
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Contraception 





Effectiveness of Diaphragm and Jelly in a 


Well-Motivated Group of Clinic Patients 


HENRY J. OLSON, M.D., LUCILLE WOLF, R.N., 
DOROTHEA BEHNE, M.D., JERRY UNGERLEIDER, M.D., 
and EDWARD T. TYLER, M.D., Los Angeles 


FOR SEVERAL YEARS the Los Angeles Planned Parent- 
hood Clinic has been studying a variety of new, 
experimental methods of conception control. During 
this period many of the patients, for a variety of 
reasons, have employed the so-called “standard” con- 
traceptive method—diaphragm and jelly. However, 
we have not previously reported any data relative 
to this method. Therefore, when we were asked 
about two years ago to evaluate the use of diaphragm 
with a new jelly,* we proceeded with a controlled 
study of this method in the hope that it would pro- 
vide comparative data relative to newer methods. 


The actual clinical effectiveness of any contra- 
ceptive technique in a Planned Parenthood Center is 
dependent, of course, upon many factors, including 
the kind of clinic, the personnel and, of more im- 
portance, the patients’ motivations and the particular 
method used. Since the way the clinic operates is a 
factor, a brief discussion of the routine of the Los 
Angeles center is in order. 


It is the custom of the Los Angeles Planned 
Parenthood Center to provide patients with a choice 
of several contraceptive methods, provided there 
is no contraindication to a specific method. For 
example, patients are given choices of diaphragm 
and jelly, gel or cream alone, suppositories and 
various other miscellaneous local methods and the 
much-publicized oral method. Each of the methods 
available is described in detail during a group 
lecture given by a senior nurse to all new patients 
at each clinic session. During the lecture the ad- 
vantages and disadvantages of each method are de- 
scribed and patients’ questions are welcomed. When 
the patient decides on a specific method, one of 
the nurses gives her individual instruction in the 
use of it. A large proportion of women attending 
the Los Angeles Center are postpartum patients 
who have elsewhere requested referral for contra- 
ception. Therefore, one might infer that, in general, 


*Lanesta Gel, supplied through the courtesy of the George Breon 
Company. 
Submitted Seprember 21, 1960. 
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@ With the increasing availability of new forms 
of contraception it is of importance to relate 
data obtained with new techniques to that ob- 
tained with diaphragm and jelly. This report 
provides statistical information relative to inci- 
dence of pregnancy in a relatively carefully- 
controlled group of clinic patients. Eighteen 
pregnancies occurred among 659 patients who 
used the method for a total of 7,353 cycles. 





the patients herein discussed are well motivated both 
as to a wish for contraception and as to method. 
This is important to emphasize since motivation 
in this series may be considered far greater than 
in studies where “missionary” work of some kind is 
being attempted. In the latter instances, efforts are 
made to encourage contraception by people—for 
example, in overpopulated areas—who may not be 
particularly interested in it. 


We are also fortunate in having a staff of persons 
who are very efficient in instructing patients in the 
use of various methods, stressing the need for con- 
tinuous use and achieving a good degree of rapport 
with patients. This, of course, also leads to a better 
degree of effectiveness, regardless of the method. 


With the current availability of several of the 
newer methods, there has been decreasing demand 
for the diaphragm and jelly method. This has re- 
sulted from word-of-mouth information passed 
along from patient to patient. Seven or eight years 
ago, perhaps 90 per cent of clinic patients used the 
diaphragm and jelly method, now no more than 
about 20 per cent use it; and those who are still 
using it are persons who, having done so successfully 
for some time, are reluctant to change, patients who 
were specifically referred to the clinic for diaphragm 
and jelly by physicians or postpartum centers, or 
patients who have long felt that diaphragm and jelly 
is the standard method or have been led to believe 
this. 


During the period from October 1, 1957, to July 
31, 1959, a total of 659 women were given and used 
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TABLE 1.—General Data Concerning 659 Patients in Group of Users of Diaphragm and Jelly Method of Contraception 


1. Age Groups (Years): 





Education (continued): 





7. Coital Frequency: 





14 to Unschooled (no formal educa- Less than once a week................ 169 
20 to 24 CHOM)  --2..---neneesenceennveesseeenseeneenene Once to twice a week.................. 351 
25 to 29 4. Previous Marriages: Three to six a week.................... 430 
30 to Husb Seven and over a week.............. 63 
35 to mehends .................. 42 
40 to Wives... 61 8. Previous Methods of 
45 and over 5. Years Married: Contraception Control: 
; er. iis es Ila 446 No protection ............. prada tate 138 
2. Nationalities: 6 RP Cg aa 311 Waittirneie 2 ee 167 
NegTO ...-n--sneecesensessseeseeeesennnnssece 605 ll to DANN actinic 101 
IN annnansnnwnenssssncnnnnnnnsenseneevnne 284 16 to Sate Wet as 55 
EN 255 co ce ee creck rhs 114 25 to Cr, gels, jelly alone.................... 81 
Co eee oe 10 é Douching only.............................. 187 
© tiie 6. Occupation: RO a cntinleee oeciaste 
3. ucation: Housewives cae nla 765 Others seeeeeneee cence scene seereeee eee seeeneeees 
Elementary (grades 1 to 6)...... 369 CS i ee 73 CN csi ccs oes 
Junior High (grades 7 to 9).... 297 Unskilled trades ........................ 49 Suppositories 
Senior High (grades 10 to 12) 281 Professional ............ si eee ok 107 CR es 
CT isc Fen teeta ened 46 ee ae 19 TR ee ee, 





TABLE 2.—Reproductive Data Concerning 659 Patients in Group of Active Uses 


9. Previous Pregnancies: 


10. Incomplete Pregnancies: 


11. Number Living Children 


re 162 DI oi pita 739 per Family: 
MB ia ett dma era ct ae) 161 ERIN oe ec rs 31 AAG oc es 
SUR bee se eee aA ae met 301 Ectopic pregnancies ................ 9 Mle tee tok ee ie ee, 
RI orate nts eee 111 Premature (nonsurvive) ........ 27 Te. for i Do eee 
RES fee ne cee 74 — Ee ee Eee one 
MR irene te eee ee) 66 Five ssi oae peeeaetetee te tere eee 

* OUD etabtdeimttsntinddeekensanedseed 
DON cig hain gh oathonncs Sys stabise nubian aes 38 G: 

SOND oicideeesecdetteetdnaent 

Seven Raaeed ee weep ee ee 28 PU Pe ie 
BIgIt nanan ene nceneneenenenen 30 SE nanincoceeciehmantdietal 
BE insects icnssediriceedanres 16 ee ee rest 
ROM QW OVO cassie ccc 26 Ten and over 


diaphragms and the specific gel employed in this 
study.* 

Warner evaluated this new contraceptive gel in 
humans, particularly with reference to vaginal toler- 
ance.* After prescribing the gel for 149 women 
who inserted it into the vagina on 21 consecutive 
days, Warner concluded: “The gel was well tolerated 
by the genital mucosa; subjectively and objectively, 
and there were no significant hematological altera- 
tions demonstrated by blood counts performed be- 
fore initiation and upon completion of this study.” 

Warner further stated: “A total study of 162 
women who used the gel over varying periods of 
time to 12 months indicates that this gel is well 
tolerated when used for extended periods of time 
and well accepted by patients.” i 

Berberian, Coulston and Slighter? also investi- 
gated the toxicity of the gel in laboratory animals. 
They stated: “The gel was not irritating when 
topically applied to the abraded skin of rabbits. It 
produced no vaginal irritation or alteration in 
mucosal architecture or secretions when introduced 

*The formula is as follows: Sodium chloride, 10.0%, riciaoleic 
acid, 1.0%; chlorindanol (7-chloro-4-indanol), 0.1%; sodium lauryl 
sulfate (Duponol PC), 0.2%; glycerin, U.S.P., 10.0%; tragacanth, 


2.5%; methyl-p-hydroxybenzoate, 0.1%; calcium hydroxide, U.S.P., 
0.027%; perfume, 0.006%; lactic acid to pH 4.8-5.0. 
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into the vagina of monkeys three times weekly for 
41 weeks.” Further, these investigators noted that 
11 men applied the gel liberally to penile surfaces 
for eight hours or longer and no irritation of any 
kind was observed. 


The maximum period of use for which data are 
available in the present study was 22 months. 
Twenty-nine of the 659 patients in the group studied 
used it that long. The data on others were for lesser 
periods (Table 1). General information regarding 
the 659 subjects is given in Table 1, and reproduc- 
tive data in Table 2. 


Patients receiving this method were given the 
usual instruction on applying the jelly and dia- 
phragm which is considered routine for this method. 
They were told to make sure the diaphragm and 
jelly were applied exactly according to instructions. 
Clinic nurses teach the method in the following 
manner: 


Following bimanual examination by a physician, 
the patient is requested to lean on her left elbow 
and examine herself so that she may become 
familiar with the location of the cervix and the 
pubic arch. When fully taught, she recognized the 
lower edge of the pubic bone and the anterior 
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TABLE 3.—Pregnancies Occurring During Use of Method by 








. 659 Patients {Pregnancies—18) 
BPE Ge AIR O o — sacnaeonssscsscneoeeess 5 
rT INN NOG ac sas oss cscs katana 4 


2 patients used method 6 each month and each 
became pregnant first month when discon- 
tinued. 

1 patient used 9 months and became pregnant 
second month when discontinued. 

1 patient used 13 months and became preg- 
nant fourth month when discontinued. 

3. Planning a pregnancy and as of survey date had 
PAE III eta 
1 patient used 9 months and had been trying 

three months. 

1 patient used 5 months, been trying 5 months 
and had not conceived yet. 


4. UNPIANRSd PLCSHANCIES ...--—.qcaeccsciers.-ccsccesice-cneaee Z 


1 patient used 14 months “then started to 
practice withdrawal in her not fertile pe- 
riod” became pregnant second month. 
patient used 8 months, ran out of supplies, 
so used douching and became pregnant 
first month. 
patients used for 4 months each, ran out of 
supplies; 1 used condom, pregnant first 
month; and other tried douching and preg- 
nant second month. 
patients used 3 months each—1 used vase- 
line, pregnant first month; the other used 
“quinine capsules vaginally”—pregnant sec- 
ond month. 
1 patient used 7 months and “church made 
her stop.” 


—_ 


i) 


nN 
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vaginal wall. Next the patient is shown how the 
diaphragm is correctly placed, and how it is possible 
for it to be incorrectly placed. 

The patient is then given the diaphragm and told 
to squeeze about one teaspoon (or 11% inches) of 
jelly from the tube into the cap, “dome down,” 
and to spread a small amount of the jelly around 
the edge of the diaphragm. 

The diaphragm is compressed and _ inserted, 
pushed down as far as possible until the farther 
end slips into position in the space behind and 
below the cervix, and then the upper or top edge is 
pushed behind the pubic bone to hold the diaphragm 
in place. 

After the diaphragm has been put into place the 
patient is taught to check, with her finger, feeling 
the cervix through the diaphragm. Coitus may take 
place immediately or within six hours. If coitus 
should take place more than six hours later, or is 
repeated, half an applicator of jelly is inserted well 
into the vagina with a downward motion. The 
diaphragm is not to be removed for at least six 
hours following coitus and may remain longer. To 
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remove the diaphragm, the patient inserts the index 
finger over the top of the rim of the diaphragm and 
rotates the hand, withdrawing the diaphragm with 
a pulling or “flipping” motion. Douching is not 
necessary and may be omitted if desired. The patient 
is instructed to wash the diaphragm with toilet soap 
and warm water following use, and to inspect it 
for holes. When dry, it should be powdered with 
corn starch or pure talcum powder. 

We do not now uniformly instruct our patients to 
add an application of jelly following insertion of 
the diaphragm, although at one time we did advise 
this technique. 

Almost all patients visited the clinic at from 
two and one-half to three and one-half month in- 
tervals. The remaining patients were contacted on 
an average of every three months by phone, mail or 
home call, Exceptional cooperation of those patients 
participating was noted by surveyors. 


RESULTS 


During the study, 18 pregnancies occurred. Of 
these, five were noted very shortly after the method 
was prescribed and it is possible the patients were 
pregnant before the prescription, although no diag- 
nosis of this was definitely established on the first 
visit. Therefore they are included in the data accord- 
ing to the usual statistical procedure. As we and 
others have emphasized in previous reports,':**> dis- 
tinguishing between patient-failure and method- 
failure is extremely difficult. Hence we followed the 
accepted practice of grouping all failures together. 
In this connection it is argued by those advocating 
this grouping that even in cases where patients may 
admit failure to use a specific method upon occasion 
during a cycle, it would be erroneous to assume that 
this was the occasion when conception occurred. 

The details of all pregnancies are given in Table 3. 

921 Westwood Boulevard, Los Angeles 24 (Olson). 
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Radiation: Medical Diagnostic Uses 


ALL LIVING THINGS have existed in an environment 
of natural background radiation since the beginning 
of creation. Since 1895, medical and industrial uses 
of x-rays and radium have contributed significantly 
to this dose, and radioactive fallout has added a 
little since 1945. It is important to consider the rela- 
tive dose to the human population from these vari- 
ous sources. Of major importance is the genetically 
significant dose to the gonads from the moment of 
conception to the age of 30 (when reproduction is 
estimated to be 50 per cent complete). In a recent 
authoritative report* this 30-year genetically signifi- 
cant dose was estimated at about 3.7 r (range 2.4 r 
to 5 r) from natural background, about 4.2 r (1.2 r 
to 7.2 r) from medical diagnostic uses, and about 
0.05 r from radioactive fallout from all weapon-test- 
ing to date. 


The radiation the bone marrow receives is impor- 
tant as a possible cause of leukemia. In the previ- 
ously mentioned report‘ the average marrow dose 
over a 70-year period was estimated at about 8.5 r 
(5 r to 12 r) from all natural sources, about 5 r 
(3.5 r to 7 r) from medical diagnostic uses, and 
0.3 r from radioactive fallout from all atomic 
weapon tests to date, the latter dose applying when 
equilibrium is finally reached after a period of many 
years. 


The radiation to which the population is exposed 
arises from either natural background or from man- 
made sources, each contributing approximately half 
of the genetically significant radiation. Of the man- 
made portion of this genetically significant radia- 
tion, medical uses (almost entirely from diagnostic 
x-ray procedures) contribute approximately 85 per 
cent, radioactive fallout, television, and luminous 
clock and watch dials each contribute approximately 
one per cent, while occupational and industrial ex- 
posure contribute the remainder. 


Thus it is apparent that the medical uses of radia- 
tion are responsible for a major portion of the total 
radiation dose of both genetic and somatic signifi- 
cance. Estimates of the dose contributed by medical 
uses are extensively reported in the United Nations 
Report.!* These estimates are admittedly subject to 
many variables, and the accuracy of these estimates 
has been questioned by many authorities. 


Submitted June 6, 1960. 
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@ Use of radiologic procedures in diagnosis. now 
contributes a significant dose of ionizing radia- 
tion to our population. Whether this presents a 
real risk to the health of the present and future 
population cannot be determined with certainty 
from evidence available at this time. Hence, it 
appears proper to keep the dose to every patient 
as low as practical consistent with good medical 
practice. The average dose can be significantly 
reduced by having more physicians apply the 
known techniques for minimizing the exposure 
to the patient. 

The medical profession has a direct profes- 
sional concern for the actual or potential risk of 
damage resulting from the radiation that patients 
are exposed to during diagnostic x-ray proce- 
dures, since these procedures constitute the 
largest single man-made source of genetically 
significant radiation our population is now ex- 
posed to. 

It is important to distinguish two distinctly 
different types of radiation effects—somatic ef- 
fect, in which the damage affects the health of 
the person irradiated, and genetic effect that is 
capable of producing constitutional defects in 
future progeny over many generations. 


BIOLOGICAL EFFECTS OF RADIATION 


The concept of a threshold dose of radiation— 
that is, the dose below which there will be no injury 
—is of significance, for if there is no threshold for a 
certain effect, then any dose, no matter how small, 
will have some effect. Most authorities agree that 
there is no threshold for genetic effects. However, 
the question as to whether there is a threshold for 
somatic effects such as leukemia has not been agreed 
upon because most somatic effects are known to be 
reversible at least to some degree. 

The proportional relationship between dose and 
effect is also of practical significance. Although the 
frequency or magnitude of an effect ordinarily in- 
creases as the dose increases, it is often impossible to 
determine whether the increase is strictly propor- 
tional, that is, “linear.” Such relationship is more 
and more difficult to prove as the dose is decreased 
to lower and lower levels, making the prediction of 
the effects of very small doses quite uncertain. 


PERMISSIBLE RADIATION DOSE 


Consideration of allowable radiation dose was 
concerned initially with safe working conditions. It 
was assumed that the radiation worker had a certain 
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tolerance, below which there would be no risk of in- 
jury. Subsequently the concept of a Maximum Per- 
missible Dose (MPD) was developed, based on the 
belief that even the least amount of radiation proba- 
bly produces a biological effect. Although the possi- 
bility of injury could not be ruled out, it was 
believed that a dose could be stated (MPD) for which 
the risk is so low that it is not expected to cause ap- 
preciable bodily injury to a person at any time dur- 
ing his lifetime. However, it was urged that the ex- 
posure should be kept as low as possible consistent 
with practical protective measures. This MPD was 
not to be all used up merely because it was permitted. 


More recently the concept of Mpp has been broad- 
ened to include the danger of genetic damage to the 
population at large and to include radiation from 
sources other than occupational exposure, such as 
the natural background radiation and the radiation 
wilfully applied to patients by the healing profes- 
sion. Recommendations were formulated by advis- 
ory agencies such as the National Academy of 
Science (NAS) in 1956" and more recently in 19608. 
I quote from the latter report: “ . . . the committee 
continues to recommend that for the general popula- 
tion the average gonadal dose accumulated during 
the first thirty years of life should not exceed 10 r 
of man-made radiation, and should be kept as far 
below this as practical.” The 10 r limit includes the 
man-made radiation wilfully applied to patients by 
the healing professions. While the NAs recommenda- 
tion for the total population is hased primarily on 
the risk of genetic damage, the report states that “it 
seems that the limitation of exposure suggested by 
the committee on genetics should be adequate for 
purposes of establishing that no perceptible somatic 
effect will occur, although theoretically minor short- 
ening of life span or a slightly increased incidence 
of tumors cannot be excluded as a possibility.” 


The National Committee on Radiation Protection 
(NCRP) recently made recommendations’? concern- 
ing MPD for the total population from the standpoint 
of somatic as distinguished from genetic effects. I 
quote the report in part: “Although it is not our re- 
sponsibility to determine the exact level, we believe 
that the population permissible somatic dose from 
man-made radiations, excluding medical and dental 
sources (italics mine), should not be larger than 
that due to natural background radiation, without a 
careful examination of the reasons for, and the ex- 
pected benefits to society from a larger dose. . . .” It 
goes on to say: “Recommendations regarding a max- 
imum permissible level for medical and dental ex- 
posures to the patient are not given because for 
somatic effects of radiation the possible harm and 
prospective benefits occur in the same individual in 
contrast to radiation involving genetic material. The 
committee urges that continual caution be exercised 
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to maintain radiation for medical and dental pur- 
poses at the lowest feasible level.” 


The Federal Radiation Council (FRc), formed in 
1959 by Public Law to provide federal policy on 
human radiation exposure, formulated a Radiation 
Protection Guide (RPc)* for the guidance of federal 
agencies in radiation protection activities. The guide 
relates to normal peacetime operations and “. . . is 
not intended to apply to radiation exposure resulting 
from natural background or the purposeful exposure 
of patients by practitioners of the healing arts.” 


It has been noted above that the dose to the pa- 
tient from medical uses may or may not be included 
in the consideration of MPD for the total population 
from either a genetic or somatic standpoint. The 
MPD recommended by the Nas,® which is based pri- 
marily on the risk of genetic damage, includes the 
dose to the patient in medical uses. In this case the 
MPD specifies the average per capita dose and not 
the dose that may be applied to the individual pa- 
tient. Other agencies such as the FRC* have excluded 
from consideration the dose to the patient on both 
an individual and average per capita standpoint on 
the basis that these depend on the clinical situation 
and are matters of medical judgment. This in no 
way implies that the dose to the patient is of no 
significance, as all agencies are specific in their 
recommendation that this dose from medical uses 
be kept as low as possible consistent with good 
medical practice. 


The somatic and genetic effects of radiation have 
been extensively documented in the United Nations 
Report.'* It will be recalled that radiation produces 
genetic damage by way of mutations in the genetic 
material in the reproductive cells of the gonads. 
These mutations are almost always undesirable, are 
cumulative, permanent and heritable, being passed 
on to future generations. Radiation does not cause a 
different type of mutation or damage; it only in- 
creases the frequency of mutations, adding to the 
total number of the many mutations constantly oc- 
curring from many other sources. Therefore the de- 
tection of genetic effects specifically due to radiation 
in doses we are concerned with here is essentially 
impossible. Although the effect may in some cases 
be expressed as a specific congenital defect, most au- 
thorities agree that the genetic damage of major im- 
portance will be expressed as general effects such as 
a decreased life-span, a decreased well-being, and a 
decreased fertility of future generations. These gen- 
eral effects will in most instances be delayed and 
spread over many generations. For this reason it will 
not be possible to evaluate the genetic damage by 
merely looking for any increasing incidence of mon- 
sters or other detectable defects in either the present 
or future generations. 
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The somatic effects of radiation of the type and 
dose of the usual diagnostic procedure include 
among others the possible risk of an increased rate 
of aging, a shortened life span and an increased 
incidence of neoplasm. Investigators’! have dem- 
onstrated those effects in animals. Although a 
life-shortening effect has not been documented in 
man in the dose range of current diagnostic proce- 
dures or permissible occupational exposure, it is not 
reasonable to assume that this effect could not or 
does not exist. 


MEDICAL USES 


The medical and allied professions can be justly 
proud of their role in not only the development and 
expansion of the uses of radiation in the healing pro- 
fessions but also the development of improved 
equipment and techniques designed to keep the ra- 
diation dose to the patient as low as possible. I 
quote the Nas report of 19608: “The medical and 
dental professions are commended for their continu- 
ing efforts to reduce diagnostic and therapeutic ra- 
diation exposures to the lowest levels consistent with 
sound medical practice.” 


The medical profession was told as recently as 
1959 by Scott,!? a prominent radiologist, that the 
gonadal dose from diagnostic examinations can be 
reduced to one-fifth the present dose, and that “. . . 
the key to implementing the safe use and control of 
medical radiation lies in the education of all prac- 
ticing physicians in the fundamentals of genetics, ra- 
diobiology and radiology.” 


The radiation the medical profession uses is no 
different from any other kind of radiation. It is not 
reasonable to imply or state that radiation is harm- 
less or even beneficial merely because it is applied 
by physicians. It is equally not reasonable to state 
that since there is presumably biological effect from 
even the smallest dose of radiation, a medical use is 
therefore a hazard. Risk and benefit are relative 
terms. The practical recommendation has been more 
wisely stated thus: That the radiation be used, ei- 
ther in diagnosis or therapy, with due consideration 
for a reasonable balance between the expected bene- 
fit and the estimated risk. The radiation is beneficial 
only in relation to the expected benefit to either the 
patient or to society as a whole. This, of course, is 
the basis for the medical use of radiation. 


If the exposure is not necessary to the actual 
needs of the medical situation, it is unnecessary ra- 
diation and should be avoided. This implies that a 
procedure which is not clinically justified should 
not be done. It also implies that for any particular 
diagnostic procedure any radiation that is not re- 
quired (for example using a larger field than is ac- 
tually necessary) is unnecessary radiation. 
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From evidence available at present it is obvious 
that the patient should not be denied the many ad- 
vantages of radiation in either diagnosis or therapy 
provided the risk, whatever it may be, is balanced by 
the expected benefit. It follows that any physician 
permitting, requesting or actually performing the 
procedure must assure himself that the procedure is 
necessary. It also follows that the procedure should 
be conducted with the necessary skill and compe- 
tence to keep the dose to the patient to the minimum 
and provide a maximum of information or benefit. 

The somatic effect of radiation as used in diagnos- 
tic radiology varies principally with the dose and the 
region of the body irradiated. Any measures that 
decrease the dose, such as removing the useless soft 
radiation by proper filtration or by limiting the field 
to the actual area of interest by proper cones, will 
decrease the risk. These protective measures are par- 
ticularly important in examinations involving the 
trunk, While the risk of somatic injury in the usual 
diagnostic procedure is probably negligible on an 
individual basis, considering the population as a 
whole the aggregate effect of even this small risk— 
such as an increased rate of aging, possible life 
shortening and a possible increased incidence of 
malignant disease—may be of considerable statisti- 
cal significance. 


The genetic risk of diagnostic x-ray relates di- 
rectly to the dose to the gonads at any time before 
the end of the reproductive period of life. The ge- 
netic dose is a pooled dose, based on the total of the 
individual gonad doses but expressed as an average 
per capita dose. For a population group of one mil- 
lion, an annual average per capita gonad dose of 
one-tenth r can be based on varying doses to vary- 
ing segments of the group, such as 100 r to each of 
1,000 patients, 10 r to each of 10,000 patients, or 
one-tenth r to each of the million, with equal total 
genetic risk to the future progeny of this population 
group. Thus a single patient having a pelvimetry 
contributes as much gonad radiation and genetic 
risk to the population group as three thousand other 
patients who have a single chest film. About 85 per 
cent of the total population gonad dose from diag- 
nostic procedures is contributed by the six or seven 
procedures involving direct irradiation of the lower 
abdomen and pelvis, although these procedures 
make up only about 10 per cent of the total volume 
of diagnostic radiology. Even for some of these pel- 
vic examinations a small protective shield over the 
scrotum or ovaries where feasible would obviate 
nearly all the risk even though the protected gonads 
were within the larger field of direct radiation. 

Of particular interest is the risk of antenatal ma- 
ternal diagnostic procedures involving the abdomen 
and pelvis. Ford and coworkers indicated that irra- 
diation of the fetus during gestation correlated with 


297 





an increased incidence of leukemia and other malig- 
nant diseases in childhood. The foregoing and 
other studies by Stewart and coworkers,!* empha- 
size the need to minimize the dose to the fetus. The 
developing embryo is most sensitive to radiation in 
the immediate post-fertilization stage. As very early 
pregnancy may not be apparent even to the patient, 
elective diagnostic procedures involving the lower 
abdomen or pelvis of females during the active 
child-bearing age should preferably be ljmited to 
the ten to twelve days just after the beginning of the 
menstrual period. 

Pelvimetry presents a unique risk in that there re- 
sults not only a maternal regional and a fetal total 
body irradiation of somatic significance, but also 
genetically significant radiation to both the maternal 
and the fetal gonads. Osborn and Smith" estimated 
that pelvimetry in England and Wales in 1955 con- 
tributed 18.6 per cent of the genetically significant 
radiation from diagnostic procedures even though 
this examination constituted only one-tenth of one 
per cent of all radiographic examinations. This esti- 
mate was based on the assumption that pelvimetry 
was performed in less than 60 cases per 1,000 live 
births and that a 3-film technique wus used. 

The radiation hazard from chest x-ray examina- 
tions must be considered not only because of the 
large number of such examinations but also because 
the gonad dose may be decidedly increased by im- 
proper or careless techniques. If the gonads are pro- 
tected from the primary beam either by limiting the 
beam to the chest area by a proper cone or by plac- 
ing a protective shield over the lower abdomen and 
pelvis, the gonads will receive only scattered radia- 
tion. If the entire trunk is “sprayed” by the primary 
beam, the effect is essentially total-body irradiation 
and the gonad dose may be increased by a factor of 
a hundred or more. 

The gonad dose in chest filming varies considera- 
bly with the use of different kinds of equipment. The 
gonad dose from a single 14 x 17 inch posterior- 
anterior film averages about one-tenth mr (thou- 
sandth of an r). The gonad dose from minifilms is 
increased by a factor as great as 20 when equipment 
of the older type is used, and by a factor of about 5 
when the newer mirror-optics equipment is used. 
The foregoing estimates of gonad doses are based on 
using good equipment and confining the primary 
beam to the chest area. 

The gonad dose in chest fluoroscopy varies de- 
cidedly with many factors such as the size of the 
shutter opening, but averages about 20 mr per min- 
ute. Thus one minute of chest fluoroscopy, using 
good technique, ordinarily gives a gonad dose equal 
to that from two hundred ordinary chest films. 

A possible somatic hazard from chest x-ray pro- 
cedures, including minifilms, cannot be excluded in 


298 


even optimum radiation protection circumstances. 
The area of the body ordinarily irradiated in a chest 
film includes not only a large portion of the total ac- 
tive bone marrow but also the organs and tissues of 
the upper abdomen which also are relatively more 
sensitive to radiation. The total dose to any one pa- 
tient having repeated examinations could be consid- 
erable. Moreover, the number of persons at risk is 
large as chest radiology is a large fraction of diag- 
nostic practice. The UN Report"* estimates that even 
if only 10 per cent of the population is examined 
each year by minifilm, this would contribute 20 per 
cent of the total population marrow dose from all 
types of diagnostic procedures. Other conventional 
chest films and chest fluoroscopy contribute about 
10 per cent. These compare with an estimated 40 per 
cent contribution by examinations of the gastroin- 
testinal tract and a 4 per cent contribution to the 
total marrow dose by x-ray examinations of the 
teeth. 


INFORMATION AND EDUCATION 


It is essential that any program of information and 
education regarding radiation hazards be conducted 
in a manner which will not cause a patient to either 
refuse or be denied a necessary x-ray procedure be- 
cause of any unreasonable alarm or fear on the part 
of the patient or the physician. Boek and coworkers? 
in 1958 conducted a survey to determine the attitude 
of the general population in regard to routine chest 
x-rays. Of those questioned, 88 per cent considered 
the routine examination very important, 9 per cent 
were uncertain, and 3 per cent were opposed. Of the 
12 per cent who were uncertain or opposed, less than 
half mentioned radiation exposure as the reason for 
their opinion. 

The American College of Radiology, representing 
a segment of the medical profession most directly 
concerned with the medical uses of radiation, pub- 
lished in 1956 a special bulletin’ to “clarify and 
comment upon” the reports issued by the National 
Academy of Science’ and the British Medical Re- 
search Council® concerning the biological hazards of 
radiation. This special bulletin states in part: 

“The American College of Radiology will cooper- 
ate with all efforts to encourage medical authorities 
of this country to initiate a vigorous movement to 
reduce the radiation exposure from x-rays to the 
lowest limit consistent with medical wisdom and in 
particular, that they take steps to assure that proper 
safeguards always be taken to minimize the radia- 
tion dose to the reproductive cells, It is obvious that 
anyone who owns x-ray equipment should be trained 
in its safe use, should know the output of his ma- 
chine, should check these outputs at regular inter- 
vals and should be thoroughly familiar with the 
radiation dosage to those who are exposed.” 
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Dr. Eugene P. Pendergrass, delegate to the Ameri- 
can Medical Association House of Delegates from 
the Section on Radiology at the A.M.A. Clinical Ses- 
sion in December 1959 introduced the resolution ap- 
proved by the delegates which called for programs 
of radiation safety inspection to be carried out un- 
der auspices of the local medical societies. That reso- 
lution, in its entirety, reads: 


“WHEREAS, the benefits of radiological diagnostic 
exams are vital and irreplaceable in importance in 
the practice of clinical medicine, and 


“WHEREAS, these benefits should be obtained 
with a minimum of radiation exposure and economy 
of radiation use, therefore be it 


“Resolved, that the A.M.A. urge to all county and 
state medical societies the establishment and promo- 
tion of programs of inspection and testing of medi- 
cal fluoroscopes and radiographic equipment. It is 
suggested that these programs be sponsored and ar- 
ranged by the said county and state societies for 
their members.” 


The American College of Radiology has prepared 
and made available excellent authoritative material 
dealing with radiation protection. A Practical Man- 
ual on the Medical and Dental Use of X-ray with 
Control of Radiation Hazards’ has been given wide 
distribution. A set of slides illustrating methods to 
control the hazards of x-ray examinations has been 
prepared by the college and is available for loan 
from the college or from the California State Depart- 
ment of Public Health. The American College of Ra- 
diology, in cooperation with the U. S. Public Health 
Service, supported by a grant from the Rockefeller 
Foundation, has prepared an excellent film Radia- 
tion: Physician and Patient.’ Prints of this film may 
be obtained for showing from the college or from 
the California State Department of Public Health. 


PUBLIC HEALTH AGENCIES 


The California Atomic Energy Development and 
Radiation Protection Law has been summarized in 
a previous publication® with particular reference to 
the registration of sources of ionizing radiation as 
used by the medical profession in California. The 
California State Department of Public Health has al- 
ready registered most of the users of radiation 
(physicians and others) in California and collected 
a large amount of information from them. 


The data collected included much that concerned 
risk to the patient, that is, the many factors which 
contribute to or minimize unnecessary radiation. 
These include the type of practice, the type and gen- 
eral condition of the equipment being used, filtration 
of the primary beam, availibility of cones and colli- 
mating devices to limit the field of radiation, and the 
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type and number of the potentially high-risk proce- 
dures performed at the installation. Evaluation of 
these factors will allow a reasonable estimate of the 
risk to patients examined among the many installa- 
tions. An evaluation by the physician in charge of 
the installation may lead to his voluntary correction 
of those deficiencies he has noted and reported. The 
evaluation will be of use to public health agencies as 
a basis for determining the need for future radiation 
protection programs and their desirable scope. 


Although the department has broad authority 
and responsibility to investigate any public health 
hazard, the recent radiation legislation requires only 
registration and has granted no new inspection or 
enforcement authority. At the time of this writing 
several local governments within California have 
enacted regulations which establish standards of 
equipment and practice and which provide for in- 
spection and enforcement at the local level. Others 
are developing such regulations. Data provided by 
statewide registration will be made available to off- 
cial state and local governmental agencies having a 
valid interest and responsibility in radiation protec- 
tion. These data will be considered confidential 
within these state and local governmental agencies 
except for broad statistical purposes. 


In the development of radiation protection pro- 
grams, state and local public health agencies will 
request and welcome a cooperative program of con- 
sultation and assistance with the medical profession. 
The profession has in the past contributed to the 
essential leadership and guidance in developing 
standards of protection and principles of good prac- 
tice in the use of radiation. A continuing guidance 
and support to promote profession-wide acceptance 
and compliance with these standards will be even 
more essential. The progressive training and educa- 
tion in radiation within public health agencies will 
depend not only on governmental budgetary and 
personnel support but also on the administrative, 
technical, and professional support of the medical 
and allied professions. As the experience of public 
health agencies increases in this field they can give 
gradually increasing support to those radiation pro- 
tection programs initiated and developed within 
state and local medical societies. The hazards of ra- 
diological diagnostic procedures will decrease as 
techniques are improved and as more and more 
physicians apply them and the already known 
techniques for minimizing the patient’s exposure. 
Equally, the benefits to patients and society will in- 
crease as safe and well-supervised radiation facilities 
are expanded and made available to the entire popu- 
lation. The public health responsibility at the state 
and local level will be one of encouraging the de- 
velopment and use of radiation by the healing pro- 
fessions in keeping with clinical needs, while at the 
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same time encouraging and promoting a program 
which will protect the patient, the general popula- 
tion, and future generations from the risk of unnec- 
essary radiation not required or necessary to the 
medical needs of the population. 

St. Mary’s Hospital, 2200 Hayes Street, San Francisco. 
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Comment by R. R. NEWELL, M.D. 


Concerning Dr. Dell F. Dullum’s essay, Radiation: 
Medical Diagnostic Uses: 


Dr. Dullum’s thesis is that the hazards of diag- 
nostic radiology are offset by the benefits of more 
efficient diagnosis leading to more effective treat- 
ment. This makes you think that the patient is sub- 
mitting to a small but reasonable injury. The careful 
arithmetic of the National Committee on Radiation 
Protection has persuaded many persons to the same 
belief—even the members of NcrP itself. When it is 
written: “You may expose a person to a total of 15 
r in a year, but not if this makes his total to date 
more than (V—18) &X 5r, N being his present age,” 
what should one think except that more would hurt 
him? That is not what the NcRP is trying to say, 
however. The most that we can say is that we do not 
know but that more could hurt him. We have cal- 
culated the chance of injury, but we’ve never ob- 
served any from such doses. If our calculations are 
correct the injury from, say, twice the MPD is un- 
observable. To increase the morbidity rate of leu- 
kemia to one-twentieth per cent per year (10 times 
normal) apparently required an exposure of 150 r to 
250 r at Hiroshima, or in England about twice that 
much radiant energy as it was given as a larger 
therapeutic dose to only a part of the body. In these 
cases the injury was observable because more than 
a thousand persons were under observation after 
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exposures exceeding the MpD by a factor of 10 to 
50 or more.The genetic injuries are unobservable, 
too. 

What we are demanding is not mere hygiene, it is 
discipline. We are demanding that radiologists use 
radiation effectively and for a proper purpose, and 
then only as much as is necessary. We are demand- 
ing that industrialists not let their radiation get to 
any of their employees above a certain amount or to 
others above a certain smaller amount. This will 
keep radiation injuries from appearing, and will 
keep our theoretical conscience clear about the cal- 
culated chances, both for the person irradiated and 
for the genetic future of the race. Mpp is like the 
highway speed limit, except that on the highway we 
can observe the injuries. 

The MPD is not a health rule; it’s an operating 
rule. 


R. R. Newe tt, M.D. 
San Francisco 
v 7 7 
Comment by DR. DULLUM 


I have the following comments to make in refer- 
ence to Dr. Newell’s comments: 


The NcrP, in establishing a MPD for occupational 
exposure, recommended a limit of 12 r per year, pro- 
vided the accumulated exposure did not average 
more than 5 r per year after the age of 18. The NCRP 
states that this MPD presents a risk which is so low 


CALIFORNIA MEDICINE 








that it is not expected to cause appreciable injury to 
the individual. The MPD is not intended as an arbi- 
trary level below which there is no possibility of in- 
jury or above which there is certainty of injury. 
However, my article is concerned principally with 
the radiation dose to the patient. It is well known 
that a single diagnostic examination can give a total 
dose to the patient which is greater than the dose 
equivalent to 5 r total body dose, the annual limita- 
tion suggested for the radiation worker. It is also 
quite generally agreed that a dose of 5 r or even less 
is under certain circumstances associated with sig- 
nificant increase in the incidence of leukemia and 
other malignancies in the irradiated individual. 


I am afraid that Dr. Newell’s comments might 
give the impression to the hurried practitioner that 


there is no real risk of injury below doses of 150 to 
250 r, as it took exposures of this magnitude or of 
even greater magnitude to portions of the body to 
produce an increased incidence of leukemia, an in- 
crease which is really not significant as leukemia is 
rare even if the incidence is increased. 

The purpose of the article is to show that even 
though we cannot observe or accurately predict the 
extent of injury from radiation, we do know that 
there is some biological effect from even the smallest 
amount. Therefore it seems wise to use only as much 
as we need to use. I do not know whether Dr. Newell 
is personally demanding discipline of the radiolo- 
gists. I did not intend that my article imply that this 
was the next step in radiation protection. 


Det F. Dutium, M.D. 
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Digitalis in Open Heart Operations 


SOL BERNSTEIN, M.D., JOHN E. MEIHAUS, M.D., 
OSCAR MAGIDSON, M.D., and JEROME HAROLD KAY, M.D., Los Angeles 


SINCE THE TIME of Withering, cardiac glycosides 
have been the most important pharmaceutical agents 
in the management of congestive heart failure. The 
basis for present-day digitalis therapy is many 
years of clinical experience and research.*:"! The 
major indications for the use of digitalis fall into 
two categories, namely, congestive heart failure and 
supraventricular tachycardias.*:*:® Prophylactic dig- 
italization in the absence of heart failure has been 
considered by some observers to be useless, by some 
harmful.** 

While numerous studies have shown that digitalis 
may decrease the cardiac output in a normal heart, 
the results of studies on a diseased but not failing 
heart have been contradictory. Some investigators 
have reported demonstrating a fall in cardiac output, 
while others have observed no effect upon output at 
all. Whether prophylactic digitalization is useful in 
patients with heart disease but not in failure has 
not been conclusively proved; however, opinion now 
seems to favor the view that a digitalization can be 
carried out in such circumstances without fear of 
decreasing cardiac output or producing detrimental 
effects on blood pressure. 

The use of open heart surgical techniques (with 
extracorporeal circulation) for the correction of 
many congenital and acquired cardiac defects raises 
the question of another possible indication for 
digitalis, namely, that of increasing the efficiency 
of a nonfailing hypertrophied heart to which sur- 
gical trauma has been added.'?.® 

The purpose of this communication is to present 
our experience, impressions and techniques regard- 
ing digitalis therapy gained in the use of open heart 
operation, with extracorporeal circulation of blood 
through a stationary screen oxygenator,’ for the 
treatment of 300 patients with congenital and ac- 
quired heart disease. 

At the completion of cardiopulmonary by-pass it 
was noted that in some cases the heart contractions 
were weak and the blood pressure could not be 
maintained. In such cases, intravenous administra- 
tion of rapid-acting cardiac glycosides brought about 
improved myocardial efficiency, as evidenced by 

~ Aided t oe grant from the United States eats Health Service, 
from the rement of Medicine and Surgery of the University of 


Southern California School of Medicine, the St. Vincent’s Hospital, 
and the Los Angeles County General Hospital, Los Angeles 33. 
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@ In addition to the usually accepted indications 
for digitalis therapy, we believe there is a group 
of patients, not having heart failure, who would 
benefit from digitalis in connection with open 
operations on the heart. This group includes all 
adults, all with the tetralogy of Fallot, and all 
with high pressure ventricular septal defects. 
Digitalis preparations can be given in the usual 
digitalizing doses several days before operation 
to insure the presence of some glycosides at the 
end of the operation when cardiopulmonary by- 
pass is discontinued. An additional maintenance 
dose can be given by the anesthetist at the time 
of completion of cardiopulmonary by-pass and 
another dose the evening of operation. If dur- 
ing the immediate postoperative period supra- 
ventricular arrhythmia occurs, particularly tachy- 
cardia, the ouabain test is extremely useful and 
safe in determining whether or not more digi- 
talis is needed. 





stronger myocardial contraction and an increase and 
better maintenance of blood pressure. This was 
particularly evident in the early cases when the 
heart had been arrested by potassium or anoxic 
cardioplegia for long periods during the open heart 
repair. It was noted more frequently with some 
types of defects than with others. Through close 
observation of the exposed heart immediately after 
by-pass, it was found that digitalis was valuable 
and, in our experience, was indicated for all adults 
undergoing open heart operations, all patients with 
tetralogy of Fallot, and all patients with high 
pressure ventricular septal defects. At times the 
trauma of right or left ventriculotomy during by- 
pass, added to hypertrophy of the myocardium, re- 
sulted in inefficient contractions unless digitalis was 
used. Feeling that administration of digitalis the 
instant circulatory by-pass was ended was beneficial, 
we came next to the question whether digitalization 
before operation and the addition of more of the 
drug at the time by-pass was ended might not be 
even more helpful. This method was used in the last 
200 cases (adults and patients with tetralogy of Fal- 
lot and high pressure ventricular septal defects) with 
gratifying results. Immediate postoperative dilata- 
tion and failure did not occur, and the blood pres- 
sure as well as cardiac output were within normal 
range in the immediate postoperative period. One 
problem did arise, however, with regard to digitali- 
zation before and after operation. This was the un- 
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answered question of how much digitalis remained 
in the body after discontinuing pump circulation and 
therefore how much more digitalis was required 
during the first few days after operation to insure 
adequate digitalization. In most cases a daily main- 
tenance dose of digitalis preparation was given 
intramuscularly shortly after the by-pass was ended, 
and this was repeated the evening of the operation. 
In some patients tachycardia or arrhythmia per- 
sisted and in these patients it was found useful to 
perform a ouabain indication test postoperatively. 
This helped to determine how much additional 
digitalis preparation was necessary. The acetyl 
strophanthidin test was not used because we lacked 
experience with it. 

Other investigators have reported, with regard to 
operations of all kinds on patients previously taking 
digitalis, the need for additional digitalis after 
operation. This applies to general abdominal sur- 
gical procedures as well as to cardiac and thoracic 
operations! such as mitral commissurotomy and 
hypothermic repair of atrial septal defects. 

The use of cardiopulmonary by-pass poses a 
unique problem. Since there is a constant mixing of 
the patient’s blood with large volumes of donor 
blood, it is impossible at present to accurately cal- 
culate how much glycoside remains in the tissues 
and how much is “washed out” during operation. 
Some glycosides, notably digitoxin, have a strong 
affinity for serum protein; however, how much 
remains in the tissues as well as in the serum after 
by-pass is unknown, and we know of no studies to 
determine this. The ouabain test, as carried out in 
the present series of cases, consists of the dilution 
of 1 ampule of ouabain (0.5 mg.) in 20 cc. of 5 
per cent glucose and water. This is given slowly at 
the rate of 1 cc. per minute intravenously with 
constant electrocardiographic monitoring. The in- 
jection is stopped at the first sign of digitalis in- 
toxication, as manifested by the appearance of ven- 
tricular ectopic beats, decrease in blood pressure, 
nausea or bizarre arrhythmia. In ten patients a 
persistent nodal tachycardia or atrial flutter during 
the first postoperative week necessitated complete 
redigitalization as suggested by the ouabain test. 
In one patient who had open heart repair of calcific 
aortic stenosis, atrial flutter developed 30 hours 
after operation. He was completely redigitalized, 
using digitoxin, and then 0.3 mg. of digitoxin was 
given daily for several days, but the arrhythmia 
persisted. The ouabain test on the seventh postopera- 
tive day revealed that 0.5 mg. of ouabain was neces- 
sary to convert the flutter from a 2:1 ventricular 
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response with a ventricular rate of 150 to a 4:1 
response and a ventricular rate of 75. The patient 
was redigitalized for a second time and the flutter 
was finally converted to atrial fibrillation. With 
large daily maintenance doses of gitaligin (1.0 mg. 
three times a day) for an additional three days, the 
fibrillation reverted to sinus rhythm. Another patient 
was operated upon for a ruptured sinus of Valsalva 
aneurysm, with a large communication from the 
aorta into the right ventricle. At the time of opera- 
tion a congenital ventricular septal defect and 
pulmonary stenosis were also repaired. During the 
immediate postoperative period the condition of the 
patient was satisfactory except for the development 
of nodal tachycardia with resultant drop in blood 
pressure, and the appearance of prominent “A” 
waves in the jugular pulse. The ouabain test re- 
vealed the necessity for complete redigitalization, 
which was accomplished with digitoxin. The rhythm 
was converted to sinus and the patient made an 
uneventful and complete recovery. 
1200 North State Street, Box 486, Los Angeles 33 (Kay). 


ADDENDUM 


After this paper was written, the work of Cooper 
and coworkers* came to our attention. Their ex- 
perimental data would confirm our clinical impres- 
sion of the usefulness of digitalis in open heart 
operations. 
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Syphilis and Serologic Evaluation of Patients 


A Recurring Problem 


R. C. DICKENMAN, M.D., and R. J. KLEINHENZ, M.D., San Francisco 


THE NUMBER OF PERSONS with syphilis has been 
rising steadily in the United States since 1956. A 
recent editorial in the New England Journal of Medi- 
cine® pointed out that within the last two years in- 
fectious primary and secondary syphilis has risen 
87 per cent, that approximately 60,000 new cases of 
syphilis are reported each year in this country and 
that currently about 1,200,000 persons have syphilis 
and need treatment. 

In California®* 570 new cases of primary and 
secondary syphilis were reported in 1958; in 1959 
there were 935 new cases and in 1960 approximately 
1500. More than 280 deaths in which syphilis was 
a cause were reported in California in 1959. The 
present rate of syphilis in California is at its highest 
since 1949. In San Francisco there were 885 cases 
of syphilis (all stages) reported in 1959, and the 
number was even greater in 1960. Among com- 
municable diseases, only measles, mumps, strepto- 
coccus infections and gonorrhea are more common 
in California. 


In recent years, syphilis has come to be re- 
garded as a minor disease problem to which little 
thought and care need be given because it has been 
largely eliminated. The requirement of a routine 
serologic test for syphilis of all patients at the time 
of admission to hospital has been eliminated. Many 
clinicians have stopped even selective serologic 
testing for syphilis on their patients. Reasons fre- 
quently given for not routinely examining for 
syphilis infection are that the disease is most com- 
mon in young persons and is not common in the 
white population. However, data for San Francisco 
indicate that three-fourths of the primary new cases 
are in white patients. As to the age of patients, in 
San Francisco in 1959 there were no cases of 
primary syphilis reported in patients under 20 years 
of age, 24 cases in the 20 to 24 age bracket, 111 
cases in persons from 25 to 34 years old, 35 cases 
in the 35 to 44 age group and two cases in persons 
of 45 and over. 

In the last 11 years, many new tests have been 
developed using virulent Treponema pallidum, their 
variants, extracts or portions as the antigen. Many 
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e@ Although syphilis is again becoming more 
prevalent, routine serologic testing for the dis- 
ease is diminishing. A test such as the VDRL or 
similar test is useful for general screening. If the 
test is nonreactive, the probability of the patient 
having syphilis is minimal. If the screening test 
is positive, a positive reaction to a Reiter or TPI 
test indicates a high probability of syphilis. But 
a negative reaction to these tests is not full as- 
surance of absence of disease. 





pathologists, clinicians and nonmedical laboratory 
workers regard the Treponema pallidum Immobiliza- 
tion Test (TPI) and its related tests as the ultimate 
for diagnosis of syphilis. Some have even advocated 
that no diagnosis of syphilis be made unless the TPI 
or similar test is performed. However, the very 
number of Treponema pallidum tests and _ their 
variations that have developed in the past 11 years 
indicates that the tests must not be as perfect as 
many believe.* These new tests include over 13 with 
Treponema pallidum as the antigen, seven or more 
with Reiter Treponemal antigen, and many more 
non-Treponemal antigen tests. Among these tests are: 

1. Treponema pallidum Immobilization Test 

2. Treponema pallidum Methylene Blue Test 

3. Treponema Agglutination Test 

4. Treponema pallidum Immune Adherence 

5. Full-Bodied Treponema pallidum Complement 
Fixation Test 

6. Fluorescent Treponemal Antibody. Test 

7. Treponema pallidum Complement Fixation 

8. Treponemal Wassermann Reaction 

9. Treponemal pallidum Cryolysis Protein Re- 
action 

10. Reiter Protein Complement Fixation 

11. Kolmer Test with Reiter Protein Antigen. 

The terms specificity and sensitivity are used for 
evaluating serologic tests. Sensitivity refers to the 
percentage of reactive and weakly reactive results 
obtained with sera from known syphilitic donors, 
while specificity refers to the percentage of negative 
or nonreactive results obtained from sera of non- 
syphilitic donors. 

The Serology Evaluation Research Assembly Study 
(sERA)?° showed that the sensitivity of the TPI 
and related treponemal tests varied from 65.48 per 
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cent to 91.63 per cent, while the specificity of the 
same tests varied from 80.98 per cent to 97.30 per 
cent. An analysis of these data points out the 
fallacy of arbitrarily accepting the TPI as having 
absolute sensitivity and specificity. In the same 
studies the tests employing the Reiter antigen 
showed a sensitivity which varied from 72.29 per 
cent to 95.06 per cent, while the specificity varied 
from 86.29 per cent to 97.77 per cent. Magath,® in 
summarizing his views on the sERA Report, said, 
“If there is one over-all conclusion that may be 
drawn from the work of the Assembly, it is that 
the best treponemal antigen tests are no better than 
the best standard serologic tests, taken as a group.” 
If the treponemal test is positive, it indicates a high 
probability that the patient does have or has had 
syphilis; but if it is negative, it will neither confirm 
nor deny the results of the Serologic Tests for 
Syphilis (sts).'57 Similarly, if the sts is nega- 
tive or nonreactive and the treponemal test is 
positive, this fact alone does not establish an ab- 
solute diagnosis of syphilis. The results of the Reiter 
tests should be interpreted in a similar manner.*:>7 

During recent months we have evaluated a selected 
group of patients using the Reiter, Kolmer, VDRL 
and Hinton tests. Fifteen of these patients had 
definite evidence of syphilis other than from sero- 
logic tests. The majority of this group were in 
tertiary stages, and many had been adequately 
treated. Results of the tests were as follows: the 
Reiter test was reactive in seven cases, the Kolmer 
in five cases, the VDRL in 13 cases, and the Hinton 
in all 15 cases. These results emphasize the useful- 
ness of tests such as the vDRL and Hinton for 
general screening and also point out that both the 
Reiter and Kolmer may be negative or may become 
negative in patients who have had syphilis. 

The study also included another four patients who 
on the basis of age, past history, physical examina- 
tion and clinical evaluation were believed to be 
“false positive” reactors. Results of their tests were 


as follows: the Reiter was negative in all four cases, 
the Kolmer was reactive in three, the VDRL was 
reactive in three and the Hinton in two. One of 
the four patients had known collagen disease, 
another showed a nonreactive TPI, and in the 
other two patients there was no apparent reason to 
account for the results obtained with other tests. 


This study, although small, again emphasizes the 
usefulness of the Reiter test. When this test is re- 
active, the probability that the patient has or has 
had syphilis is high; and when it is negative, it is 
of no absolute diagnostic significance. 


Presbyterian Medical Center, Clay and Webster Streets, San Fran- 
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Pectus Deformities 





ROSS N. GIEM, M.D., GEORGE A. PAULSEN, M.D., 
and JACK DYKES, M.D., Bakersfield 


PECTUS DEFORMITIES are developmental asymme- 
tries of the chondrosternal area in which the sternal 
plate is either depressed or elevated. Pectus excava- 
tum (funnel chest) and pectus carinatum (pigeon 
breast) are the two main types (Figure 1) but some- 
times the features of both occur in one person. De- 
fects of the thoracic wall, such as bifid sternum and 
traumatic deformities, are not within the scope of 
this report. 

Terms such as trichterbrust, chonechondrosternon, 
pectus recurvatum, thorax en entonnoir and koilo- 
sternia have been coined for depression defects, and 
pectus gallinatum for pigeon breast. 

Pectus excavatum is characterized by a broad 
funnel-like depression of the lower anterior thorax, 
including the sternum and costal cartilages. The 
anterior-posterior diameter of the chest is short- 
ened. The posterior deflection of the sternum usually 
begins near the third chondrosternal junction and 
is deepest at about the level of the tenth thoracic 
vertebra. The patient characteristically has kyphosis, 
stoop-shoulders, a “pot-belly” and other musculo- 
skeletal irregularities (Figure 2). 

In pectus carinatum the sternum is deflected an- 
teriorly, forming a ridge, the xiphoid process being 
most prominent. A narrowing of the lower chest 
cage exists in the carinatum deformity (Figure 3). 


History 


Medical records of Johann Bauhinus' in 1594 
contain the first clinical description of a patient 
with this problem, with the suggestion that a fore- 
shortened diaphragm caused the sternal depression. 
For more than three hundred years, exercises and 
braces were the only therapeutic procedures known 
or employed. 

The era of surgery was opened by Meyer’s pro- 
cedure!* (1911) in which he excised the second 
and third costal cartilages on the right side, bring- 
ing about slight lessening of the deformity. Two 
years later Sauerbruch™ excised the left fifth to 
tenth costal cartilages with adjacent one-fourth of 
the sternum, thereby providing fair relief of de- 
formity and symptoms. Up to World War II only 27 
patients had been operated upon. Six of them—all 
more than 16 years of age—died. In only half 
of the cases was the result of the operation a 
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e The surgical correction of a deformity of the 
anterior chest wall is becoming more frequent 
as knowledge regarding causes increases and as 
better results are achieved. 

The present etiological concept of an exces- 
sive costal cartilage growth has prompted sur- 
geons to perform total excision of the involved 
costal cartilages. The operation used in 27 pa- 
tients included in the present study incorporated 
this principle and, in addition, the use of a tem- 
porary pin support until the flaccid chest wall 
becomes firm enough to resist a flail motion. 





success, The procedures used in the 27 cases con- 
sisted of one or more of the following: Division, 
wedging or excision of costal cartilages, and “T” 
sternotomy, transverse osteotomy, sternectomy or 
inversion of sternum. In none of the procedures 
were traction devices, transfixion devices or internal 
splinting used for fixation. 

In 1939, Brown? presented his surgical approach 
based on the “substernal ligament” hypothesis, in 
which he merely transected this ligament and re- 
moved the xiphoid process. This procedure is no 
longer recommended. The main objections are that 
it does not fully restore normal contour, the tech- 
nical risk is great and there is likelihood of a 
recurrence of the deformity,?°11:5 


Improved techniques for anesthesia have encour- 
aged a more radical and extensive correction of 





Figure 1.—The characteristic sternal depression of pec- 
tus excavatum (left) with stoop shoulders and pot belly. 
There is also an anteroposterior foreshortening of the 
thoracic cage. Pectus carinatum deformity (right) usually 
has some degree of lateral narrowing of the thoracic cage 
beside the sternal protrusion with adjacent wall de- 
pression. 
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Figure 2.—The severe excavatum depression produces a 
marked shift of mediastinal structures to the left causing 
cardiac displacement and reduction of pulmonary function. 





Figure 3.—Fixation of the deformed rib cage reduces 
the vital capacity even though organs may not be dis- 
placed noticeably. 


pectus deformities and in more and more cases suc- 
cessful reconstruction is being achieved. At the 
same time, the mortality rate has been reduced to 
that of thoracotomy. 


Incidence 


Six of 10,000 babies born have pectus deformities. 
The incidence is four times as high in males as in 
females. The proportion of excavatum to carinatum 
anomalies is also four to one. The familial occur- 
rence is noteworthy: One observer reported 11 mem- 
bers in four generations of one family had the 
deformity, eight in another and seven in three gen- 
erations of a third family have been reported.' 
In one instance twins were involved, one having 
a pectus excavatum and the other carinatum pectus. 
The trait is believed recessive, but in some circum- 
stances it appears to be dominant.'® 
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Etiology 


Many theories as to causes for the deformity have 
been proposed. The four most significant hypotheses 
are: 

1. That there is a shortened anterior-posterior 
fibromuscular structure behind the xiphoid process 
—perhaps the diaphragm or the central tendon or 
the anterior diaphragm muscle or the substernal 
ligament.”> However, in deformity of the exca- 
vatum type, the greatest depression of the sternum 
is usually located at or above the level of the tenth 
thoracic vertebra, which is above the origin of the 
diaphragmatic muscle. Also the sternum may be 
depressed into the thoracic paravertebral gutter, a 
site not related to substernal ligamentous attach- 
ments. 


2. That there is an imbalance in the pectoral 
muscular innervation and function, with pigeon 
breast occurring when there are spastic or over- 
stimulated muscles, and funnel chest where weak 
muscles permit the stronger diaphragm to “over- 
power” the pectoral groups.® 

3. That there is abnormal attachment of the 
pectoral muscles in such-a way as to affect the 
balance of muscle pull against the diaphragm. It is 
thought an insertion of the pectoral muscle at the 
sternum causes sternal protrusion and a lateral in- 
sertion causes sternal depression.® 


4, That an overgrowth of the costal cartilages 
(or ribs) causes buckling in or out of the cartilages 
and sternal plate.71° The incidence of pectus de- 
formities in Marfan’s syndrome in which over- 
growth of the long bones is a cardinal defect, tends 
to support this theory. We consider it the most 
plausible with regard to pectus deformities. 

Less commonly ascribed as causes are intra- 
uterine pressure of chin, elbow or knee. In cobblers, 
constant pressure of the shoe-last against the chest 
is thought to be a cause. 

Anatomical dissections and surgical evidence do 
not constantly support the hypotheses in Paragraphs 
2 and 3 above. There is no proven cause. 


Associated Anomalies 


As is true with most developmental anomalies, 
pectus deformities are very frequently accompanied 
by other congenital defects. Of 25 patients observed 
by us, 12 had associated musculoskeletal or neuro- 
logical problems. Some observers'®:1* have reported 
associated anomalies in 30 per cent of cases. 


Clinical Observations 


The disturbances of function of cardiovascular, 
respiratory and digestive systems are difficult to 
measure, for the patient usually adapts to the de- 
formity. Organs adjacent to the sternum are mobile 
and flexible. There is wide variation in the degree 
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Figure 4—Composite view of operative field with re- 
flected flaps of inverted “Y” incision. (1) Perichondrium 
incision, (2) reflected, (3) segment excised. The left side 
of thoracic wall demonstrates the reflected perichondrium 
of the excised cartilages. 


& 


of deformity. In most cases the asymmetry is slight, 
in a few moderate. Extreme deformity is rare. 

Cardiovascular problems are associated with great 
displacement of the sternum. The symptoms consist 
of dyspnea, palpitation, precordial pain, easy fatigue 
and fainting spells. Sometimes congestive failure 
occurs. Displacement of the heart to the left de- 
presses the inflow and outflow volumes by com- 
pression or torsion on the great vessels, 

Electrocardiographic and _ vectorcardiographic 
changes have been noted.’*:?° Arrhythmia, ventricu- 
lar tachycardia, P-wave changes, elevation of ST 
segment and T wave inversion have been demon- 
strated.*52° 


Exertional dyspnea is a common concomitant, 
and also, in extreme deformity, shortness of breath. 
There is a tendency to frequent recurrence and 
greater severity of infectious diseases of the re- 
spiratory tract because of a diminished ability to 
cough effectively. About a third of the patients we 
observed spoke of this tendency. 


The respiratory excursions of the diaphragm are 
decidedly impaired and the expansion of the rib in- 
terspaces is decreased. Vital capacity is diminished.® 

Parents are distressed by the deformity in infancy 
but the child, barring another anomaly incompatible 
with life, grows at normal rate. His distress begins 
as he becomes a physical curiosity to his playmates 
and it often increases as he approaches adolescence. 
Often as a teen-ager he shies away from locker rooms 
and from sports in which the torso is exposed. 


Surgical Treatment 


Minor deformities can be left untreated, for 
pectoral muscle development alone may suffice. If 
the deformity is great enough to consider braces, 


308 








Figure 5.—Cartilages are removed and transverse os- 
teotomy is made permitting straightening of sternum. 





Figure 6.—Sternum is separated from mediastinum and 


edges of osteotomy are approximated. The Steinmann pin 
is inserted. 


belts or appliances, surgical correction also should 
be considered. 

Some observers advocate “limited” sternoplastic 
correction in infancy. This procedure had been done 
previously on one of the patients we treated, and 
reoperation was required. The optimum age for 
operation is 3 to 5 years, the results being better 
both surgically and psychologically. 


Surgical Technique 


An inverted Y incision is made, with the bifurca- 
tion of the incision beginning slightly above the 
xiphisternal junction. The lateral extent is deter- 
mined by the deformity. In female patients the lower 
lateral incisions are contoured to follow the existing 
or predicted inframammary folds. Keloid formation 
over the sternum has not been a problem. 

The pectoral muscles are elevated with the skin 
flaps. The perichondrium of each costal cartilage is 
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incised and stripped free, exposing the cartilage. The 
cartilage is removed completely, leaving an intact 
perichondrium. The xiphoid bone is excised by 
sharp dissection and a wedge transverse osteotomy 
is made at the upper end of the sternum where the 
deformity begins. Blunt finger dissection beneath 
the sternum releases posterior sternal attachments 
(Figures 4, 5 and 6). 

Reconstruction is achieved by reapproximating 
the rectus muscles to the lowest perichondrial strip. 
The osteotomy edges are approximated. A Stein- 
mann pin is inserted transversely between the 
sternal bone plates with each end passing outward 
through the lateral muscle and skin flaps. This pin 
provides stability during the fixation phase of heal- 
ing. The substernal space is drained by a catheter 
attached to suction. 

Usually there are no operative complications. 
Unilateral pneumothorax, which occurred in three 
cases, was satisfactorily managed by catheter suction 
_for 24 hours. 

Ambulation is begun on the first postoperative 
day. The pin is removed as soon as the wall of the 
chest is firm enough to resist a flail motion—usually 
10 to 15 days after operation—and exercise to 
tolerance is allowed by three weeks. 


Kern County General Hospital, 1830 Flower Street, Bakersfield 
(Paulsen) . 
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Rehabilitation After Stroke 


Emphasis on Usefulness in Restoration of Function 


S. MALVERN DORINSON, M.D., San Francisco 


UNTIL FIFTEEN YEARS AGO the treatment of patients 
with stroke was considered to be mainly a nursing 
problem and one that did not require much plan- 
ning, supervision or active management by the 
physician. Patients who could make some spon- 
taneous recovery would get out of bed, walk in 
whatever way they could and perhaps even learn 
to care for themselves. What treatment there was, 
was watchful and prayerful waiting and pleasant 
surprise if the patient did show enough recovery 
to do anything. 

Now we have come to a quite different medical 
attitude: “Get ’em up and going,” or, more formally, 
early mobilization. The sequelae of immobilization 
of healthy persons has been shown to be (1) nitro- 
gen loss, with consequent loss of muscle tissue, (2) 
atrophy, as shown by smaller size of extremities, 
(3) calcium loss, leading to osteoporosis and renal 
stones, (4) phosphorus loss, (5) stiffness and sore- 
ness of joints, (6) deterioration of standing reflexes, 
(7) impairment of circulation, (8) decrease in 
blood volume, (9) increased generalized weakness, 
(10) profound psychological changes. 

Thus the disability resulting from immobilization 
following stroke can be greater than that caused by 
damage to the brain. All too often the effects of 
immobilization complicate the neuromuscular dis- 
abilities and minimize the chances of functional 
recovery. 

Early mobilization is simple, is physiologically 
sound and requires no expensive apparatus. If nec- 
essary, it can be carried on at the patient’s home 
and by members of his own family if they are 
properly instructed. 

In the acute stage, the nursing care consists of 
nutrition, bowel and bladder care, skin care, and 
proper bed positioning and body alignment. 

Besides food, adequate intake of fluids is neces- 
sary. Inasmuch as many of the patients cannot 
request fluids and do not help themselves, this is 
often neglected, fluids being given only at mealtime 
and in small amounts. Patients should be encour- 
aged to feed themselves as soon as possible. Be- 
ginning the day they are strong enough to sit up 
and eat, they should raise food to their mouths, 
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@ The physical treatment of patients with paraly- 
sis after stroke is not a casual prescription of 
exercise but involves an evaluation of the patient 
from the mental and sensorimotor standpoint to 
determine his disabilities and abilities. This is 
necessary to prescribe and direct a precise form 
of activity and functional exercises that will pro- 
mote a return of functional patterns of move- 
ment useful to the patient for his independence. 


using the hand not affected by the stroke if neces- 
sary to obviate being fed. 

In many patients “incontinence” is due to in- 
ability to request the urinal or the bed pan rather 
than to neurogenic impairment of sphincter control. 
Far too often in such circumstances a catheter is 
inserted for the convenience of the nurses to keep 
the bed dry. Keeping the bed clean may prevent 
difficulties with the skin, but catheterization creates 
other problems which in the end may be much more 
severe. Not only is there a likelihood of bladder 
infection, but with a retention catheter long in 
place the patient loses all bladder sensation, even 
of duty to be clean, and dispensing with it later 
becomes difficult. Bowel training also can be started 
even if the patient cannot speak his need. The use 
of glycerin suppositories, mild laxatives and a 
regular evacuation time can accomplish bowel train- 
ing in many of the most mentally dull patients. 


Although avoiding decubitus ulcers depends 
largely on keeping the bed dry and changing the 
position of patients frequently, often they are left 
to lie in one position for the convenience of the 
nursing staff. They should be turned on either side 
from time to time; and, ideally, should even lie 
prone occasionally, although this is a difficult posi- 
tion for most elderly people. 

The proper bed positioning and body alignment 
involves the use of a foot board or a right-angle 
dorsiflexion splint or cast to prevent foot drop and 
tightening of the heel cords as well as to stimulate 
extensor muscle responses by plantar pressure. If 
such a splint or cast is used, the extremity must 
be removed several times a day in order to avoid 
ulceration on the heel. External rotation of the leg 
should be prevented also. The upper extremity may 
be supported by the use of pillows, with the ideal 
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position of abduction at 90°, neutral rotation, elbow 
extended to 150° and hand and fingers supported 
in neutral or slight extension. A cock-up splint may 
be put on the hand or wrist but it must be removed 
ai least twice daily in order to prevent deformities 
conforming to the splint. The use of an overhead 
orthopedic frame with trapeze is useful to encourage 
the patient to use his remaining arm and leg to 
move himself about the bed. 


DISTURBANCES OF FUNCTIONS 


As with the medical treatment of most diseases, 
the physical rehabilitation of the stroke patient is 
the treatment of symptoms. This is not a matter of 
dealing with a muscle paralysis as in poliomyelitis, 
but with a form of brain damage which often in- 
volves sensation and mental processes as well as 
motor handicaps. Thus, hemiplegic patients not only 
have neuromusculoskeletal problems but also dis- 
turbances in mental function that may involve their 
behavior, their language formulation or their rea- 
soning powers. The amount of mental damage may 
be the major factor in determining functional 
recovery, irrespective of the motor damage. 

Disturbance of mental function may be evident 
in many ways if it is searched for. There may be 
disorientation, memory impairment, emotional la- 
bility, short attention span, dementia, and denial of 
the presence of the involved limbs. There may be 
also various agnosias and apraxias. Aphasia may 
be complete, the patient neither understanding 
words nor being able to say them. Or it may be 
any of a number of variants; for example, the pa- 
tient may understand speech but be unable to 
formulate words. There also may be forms of ag- 
nosia in which the patient does not recognize objects 
by their feel. He may also have apraxia in which he 
does not recognize what to do with objects. 

Frequently there is a disturbance of sensation 
on the involved side. This may be expressed as a 
diminution of touch and pain. This is much more 
frequently found in left-sided hemiplegia. A more 
difficult thing to test is loss of proprioception; and 
it is of considerable importance when it is found. 
It can manifest itself by gait disturbance or by poor 
use of the hand when there is sufficient motor power. 
Visual field deficits, frequently concomitants of 
stroke, will also influence gait and use of the hands. 

The most obvious handicap, of course, is that of 
disturbance of motor power. This may be present 
either as monoplegia, hemiplegia or double hemi- 
plegia, depending upon the severity and site of the 
stroke. The muscle tone itself is altered, causing 
flaccidity or spasticity or rigidity. Occasionally, 
dystonic or dyskinetic movements are present. 

Before one can begin treatment, an assessment 
must be made of the patient’s abilities and dis- 
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abilities in all the spheres that have been mentioned. 
The degree of sensorium loss is important in know- 
ing how cooperative the patient is and will be and, 
thus, in determining what specific rehabilitation 
program might be followed. The fact that a patient 
is still disoriented does not necessitate deferring 
all treatment but it does mean planning an entirely 
different approach. This involves an explanation 
both to his family and to the nurses and therapists 
attending him. Again, the approach to this problem 
will vary with an individual patient. Some may 
need sedation and avoidance of any external stimuli, 
necessitating that they be in a private room or away 
from other noisy patients, or away from activity 
or pressure of any sort. Others, who may be with- 
drawn, may need the stimulation of much activity 
going on about them, forcing them into group ac- 
tivities and into the environment again. For exam- 
ple: In one hospital that has an active occupational 
therapy department, approximately 30 patients are 
taken to the department daily, only 15 of them 
participating in activities there, yet the others are 
more alert and more cooperative in their nursing 
routines afterward, for they enjoy the experience 
even if it is only watching others being busy. It is, 
of course, important to analyze the degree of mental 
impairment lest the planned exercise or activities 
be beyond the frustration point of the patient, which 
could bring on emotional problems and an antag- 
onism to any form of therapy. 


Dealing with speech problems requires much 
explanation both to the attending nursing staff and 
to the family. Aphasia usually occurs with involve- 
ment of the dominant side of the brain. Like any 
other form of damage, it varies from mild to severe, 
and the prognosis varies accordingly. Speech ther- 
apy in aphasia problems due to strokes caused by 
vascular disease is still of limited value, at least 
with the usual methods of speech training. As a 
general rule, patients who have an adequate sen- 
sorium and have not shown any spontaneous re- 
covery within a six-week period have a dismal 
prognosis in this regard. One must understand that 
aphasia is only one aspect of the problem of lan- 
guage formulation, which also involves reading and 
writing. As these various factors may be affected in 
different degrees, they should be tested individually. 


The disturbance of sensation on the involved side 
is something which has been too little appreciated 
in the past. This is particularly true in so-called 
mild strokes, in which there may be only a minimal 
amount of muscle weakness and paralysis and yet 
the patient has poor functional use of the involved 
arm or leg. One must understand that this is not 
merely a matter of diminution of sensation of 
pain and touch but is more in the disturbance of 
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proprioception, which often mediates the inhibition 
or facilitation of neuromuscular responses so as to 
give effective coordination and smooth synergy of 
movement to a limb. It is only in recent years that 
this has been given greater emphasis in our exercise 
program and given us better understanding of the 
value of certain exercises over others. 


PHYSICAL THERAPY 


The physical treatment is usually designated as 
“physical therapy” and it is important to know the 
“whys and the why nots” of various modalities in 
this field. 

(a) The use of heat is seldom necessary or effec- 
tive. Heat has only the purpose of improving local 
circulation or lessening the sensation of pain. Unless 
the patient does have a painful joint, which usually 
results from prolonged inactivity, applying heat 
has no value. 

(b) Massage is greatly misunderstood. Massage 
cannot restore muscle power. It is useful only when 
local edema is present. It may have some psycho- 
logical value for the patient or his family but can 
have no physiological benefit. 

(c) Stretching is a form of passive exercises. 
Muscles that are beginning to become contracted 
enough to cause deformities of joints undoubtedly 
will have to undergo periodic stretchings during 
the day. Sometimes it is necessary to overstretch a 
muscle because its spasticity is greater than that of 
its antagonist. For example, the plantar flexor of the 
leg usually has more spasticity than the dorsiflexors 
and, likewise, the finger flexors more thun the finger 
extensors. The overstretching is done by putting on 
splints or bracing. 

(d) Electrical stimulation of the muscles has a 
limited application. It will cause contraction of the 
muscles stimulated, but as it does so without any 
sensory input to the body, it has no physiological 
basis: Electricity makes the muscle respond di- 
rectly but this does not teach the patient anything 
nor form any neuronal pathways that might be 
useful to the patient later on. It is useful in edema 
of the hands and in preventing fixed contractures. 

(e) Exercise is the major form of treatment in 
stroke cases. However, this covers a broad field 
and is somewhat like saying that a good diet is the 
remedy for malnutrition. What is a good diet, and 
what is appropriate exercise? 

Much of the usual exercise treatment of patients 
with stroke is the application of techniques used 
in other neuromuscular diseases, mainly poliomye- 
litis—passive exercise if the patient is too weak to 
perform any movement, assisted active exercise if 
he can participate partially in the movement, and 
active exercise for those who can carry out the full 
movement against gravity. This may be satisfactory 


in the treatment of peripheral nerve disease but it is 
of very little value in the treatment of central nerv- 
ous system disease with motor involvement. The 
therapeutic exercise program has been undergoing 
a transition owing to better knowledge of more 
basic neurophysiologic features and in recognition 
of limited success in treating patients with new 
techniques. The techniques are based upon either 
a facilitation or an inhibition of the steady bom- 
bardment of impulses to the involved muscle groups, 
plus the use of sensory stimuli for the direction and 
control of muscle responses. They are still being 
tried out and refined. In general, they may be 
summarized as the sensorimotor learning in the 
training of patients after stroke. 

In prescribing physical treatment to be carried 
out by nursing and therapy personnel, one still has 
to fall back upon passive exercise to maintain joint 
range. If joints are not moved, painful contractures 
may occur, particularly in the shoulder joint. The 
passive motion is more preventive than therapeutic, 
for it does not require the patient to do anything. 
Ideally, such exercise should be carried on by the 
patient himself, but in the usual circumstances it 
is not possible, particularly in the first few weeks. 

The second simple step is to place the involved 
limb or segment of the body in a favorable position 
for activity. For example, the first muscle to return 
in the lower extremity is usually the adductor and 
internal rotator. If the hip is placed in the extended 
position on the bed, as is usual, it is impossible to 
test for return of strength to this muscle or to 
encourage its activity. However, if the hip and knee 
are flexed and the ankle stabilized, then the patient 
can begin to move his knee laterally and medially 
to regain these simple movements. Similarly, if the 
patient is to regain hip extension, the knee and hip 
should not be acutely flexed but should be put in 
such a position that it takes a minimal voluntary 
effort to innervate this muscle. 

As far as the arm is concerned, similar positions 
must be found at which some voluntary innervation 
can be elicited. For example: The patient might 
be able to initiate elbow flexion only if the arm is 
placed in internal rotation and with the elbow 
extended to 150°. Likewise, elbow extension might 
best be accomplished with the patient lying on his 
back with the arm in 90° elevation and the elbow 
at 90°. Sometimes it is best to pull the elbow into 
full extension and see if the antigravity impulses 
will keep the elbow from falling down to hit the 
patient in the face. One caution is that these ma- 
neuvers should not be repeated ad infinitum once 
the patient is able to do them, lest a fixed pattern 
be established. It must be recognized that they are 
only the beginning phases of muscle reeducation 
and training. 
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Most patients have some difficulty in holding the 
trunk in balance. When sitting on the edge of the 
bed or in a chair they tend to fall, usually to their 
involved side, as if they have no awareness of over- 
compensating to their good side. There is an actual 
loss of the righting reflex in these cases which is 
not a matter of muscle paralysis of the trunk, and 
until sitting balance is learned, standing balance 
and ambulation will be impossible. As a beginning, 
it is helpful to have the patient fix his eyes on one 
object or to lean on his involved side but never to 
pull with his hand to his good side. 

Getting the patient out of bed early, sometimes 
within three days after stroke occurs, is a good 
means of restoring early balance if the patient is 
not too fatigued or otherwise in medical straits. 
Early standing, if it involves bearing weight on the 
involved extremity, is an excellent means of re- 
storing strength to the extensor muscles of the 
trunk and legs. However, it is necessary that weight 
be borne upon the involved extremity and not upon 
the remaining good extremity if the greatest value 
is to be obtained. There must be a sensory input 
stimulation through the sole of the foot and various 
joints of the extremity in order to stimulate con- 
traction in the extensor muscles, which are neces- 
sary for standing. The use of a tilt-table, knee 
splints and other leg and hip splints is valuable in 
starting this early training. It is true that there is 


some disadvantage to restoring too much power to 
the calf group or the plantar flexors of the foot, 
but this can be taken care of by means of bracing 
or surgical operation, provided the patient has 
enough tone in his knee and hip extensors to main- 
tain the body erect. 


AMBULATION AND EXERCISE 


Early ambulation is also desirable. Ideally, for 
ambulation the patient should have good sitting 
balance and some standing balance and whatever 
stabilization is necessary for the foot or knee. 
Approximately 50 per cent of patients require short 
leg braces to get proper stability of the foot in 
order to carry out standing in the early stages. 
Some require these braces permanently unless other 
means are used to stabilize or balance the foot. 

Besides putting the patient in a standing and 
walking position, a program of gymnasium exer- 
cises should be carried out if at all feasible, 
considering the age and debility of the patient. 
Exercises may include rolling on a mat, balancing on 
forearms and knees and balancing on hands and 
knees if at all possible. For the latter position an 
elbow extension splint on the involved extremity 
may be necessary. Kneeling balance and shifting 
of weight during kneeling is also valuable for teach- 
ing accommodation to weight shifting. These exer- 
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cises are functional exercises and not for individual 
muscles or joints. To do them, many muscles must 
contract and patterns of movement must occur. 
They must be repeated over a long period but they 
are far superior to any program of so-called bed 
or table exercises. Since the ability to stand and to 
walk in some fashion depends simply on an ability 
to hold the leg rigid, ambulation is a fairly easy 
goal. 


The recovery of hand function is much more 
difficult and the prognosis much less favorable. In 
many medical centers that deal with rehabilitation 
after stroke, very little attention—except for meas- 
ures to prevent contracture—is paid to restoration 
of hand function. Instead, stress is laid upon re- 
training the patient to use the remaining hand for 
all activities, the effect of which is to teach him 
to be a one-handed person. The reason for this 
emphasis on the unaffected hand is that “hand 
function” involves not only the hand but the entire 
upper extremity—the scapula, glenohumeral joint, 
elbow joint, forearm, wrist, fingers and thumb. 
Any coordinated movement involving reach, grasp, 
release and pinch, calls for interaction of all the 
muscles of these structures and the restoration of all 
of them is not very likely. The crude, uninhibited 
pattern of movement which returns is one of a 
synergy of antigravity movements involving adduc- 
tion and internal rotation of the shoulder, flexion 
of the elbow, pronation of the forearm and flexion 
of the fingers and thumb. Improvement of some of 
the muscles but not all of them does little good, 
since the distal and proximal muscles may never 
be restored enough to concert with the others in a 
smooth function. For example, a patient may be 
able to elevate his shoulder by rotating the scapula 
and fixing the glenohumeral joint, yet be able to 
do little with the arm. Or he may be able to accom- 
plish simultaneous flexion of the fingers and elbow 
yet be unable to release whatever he grasps. 


The retraining of the patient to use his remain- 
ing hand to accomplish all tasks, including all the 
fine skills, such as buttoning, eating, writing, dress- 
ing and toilet care, is usually assigned to the realm 
of occupational therapy. 


A very valuable gauge for use in occupational 
therapy is the ability of the patient to carry through 
some repetitive task, This is a form of test of the 
mental damage, for some patients can carry on a 
fairly lucid conversation and show a total inability 
to carry through any sort of craft activity that is of 
a repetitive nature. They show little ability to learn 
anything of a craft nature, which indicates a basic 
damage to the learning processes. This is very sig- 
nificant in evaluation of the patient and in deter- 
mining what kind of treatment he should have. 
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The appliances used for rehabilitation after stroke 
are attachments for the leg or hand. Sometimes in 
the early stages a knee splint is necessary to give 
stabilization to the joint. Usually it can soon be 
discarded. Usually needed and for longer periods 
is a short leg brace to stabilize the ankle and thus 
prevent the plantar flexion-inversion pattern. Several 
kinds are available for dealing with various degrees 
of spasticity. Some patients would rather drag their 
foot than wear an attachment. Hand splints are 
seldom useful, except sometimes to prevent con- 
tracture of various muscle groups. They are of 
practically no functional value. 

Recently there has been reviving interest in ortho- 
pedic surgical operations to help restore some of 
the function in the leg or the hand. These pro- 
cedures are directed in the main to the motor com- 
ponents of the sensorimotor arc of neuromuscular 


action—the lengthening of tendons or total tenotomy 
or interruption of motor nerve supply. It would 
be far better if it were possible to lessen directly 
the number of sensory impulses which, remaining 
uninhibited, cause overactive motor response. How- 
ever, there is no surgical means for doing this and 
the motor approach is the only one available. In 
some cases of plantar flexion-inversion, balance of 
the foot may be promoted by tenotomy or lengthen- 
ing of the heel cord, by sectioning of the posterior 
tibial tendon or by transplantation of the posterior 
tibial tendon anteriorly. Similarly in the hand, 
tenotomy or lengthening of the flexor tendons may 
weaken them enough to bring them into balance 
with the extensor tendons. Experience in dealing 
with hemiplegia is prerequisite to selection of pa- 
tients for orthopedic operation. 
Mt. Zion Hospital, 1600 Divisadero Street, San Francisco 15. 
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CASE REPOR 


Mesothelial Cyst of the Parietal Peritoneum, 
With Related Symptoms 


LOUIS LESKO, M.D., 
WILLIAM H. KERN, M.D., and 
GORDON K. SMITH, M.D., Los Angeles 


SMALL Cysts of the peritoneum are commonly ob- 
served incidentally at operation and at autopsy. Be- 
cause they are generally o« no clinical importance, 
few studies have been made of them. Most of the 
reports point out that the cysts are usually found in 
the visceral peritoneum, particularly in the pelvic 
area in women with a history of pelvic inflammatory 
diseases, and that they are mesothelial, wolffian, epi- 
thelial or lymphatic in origin. ?®:1* Several cases of 
asymptomatic free cysts within the peritoneal space 
have been recorded.':*:!* These lesions were identical 
in appearance to the cysts in situ, and the patho- 
genesis was assumed to be the same. Rarely, multiple 
small cysts cause clinical symptoms®™!* or compli- 
cations® and in one case a carcinoma arose from an 
apparently congenital cyst adherent to the gastro- 
colic omentum.'® Solitary, large cysts of the peri- 
toneum (other than enteric cysts of the mesentery, 
parasitic cysts and traumatic hemorrhagic cysts) are 
rare, and in particular, we were unable to find a re- 
port of a large, solitary cyst in the parietal peri- 
toneum. The following is a report of a symptomatic 
case of this type. 


REPORT OF A CASE 


A 60-year-old white woman was admitted to the 
Hospital of The Good Samaritan on April 17, 1960, 
with the chief complaint of pain in the right upper 
quadrant of the abdomen. The pain had been present 
intermittently for six months and usually occurred 
after hard work which involved a great deal of reach- 
ing out with the right arm. It had recurred 20 min- 
utes after a fatty test meal in connection with a re- 
cent cholecystogram. There had been no nausea, 
vomiting, fever, jaundice or loss of weight. The 
patient had been operated on 27 years previously 
for a tubal pregnancy, the operation including right 
salpingectomy, partial oophorectomy and appendec- 
tomy. 


From the Departments of Surgery and Pathology, the Hospital of 
The Good Samaritan, Los Angeles 17. 


Submitted October 31, 1960. 
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The patient appeared well-developed and well- 
nourished. Blood pressure was 135/80 mm. of mer- 
cury, the pulse rate 80 and oral temperature 98.8° 
F. The abdomen was soft, flat and nontender. There 
were no palpable organs or masses. Results of blood 
examination and urinalysis were within normal lim- 
its. An oral cholecystogram showed good concentra- 
tion of dye within the gallbladder. There appeared 
to be a pressure effect on the distal portion of the 
fundus of the gallbladder (Figure 1) and a rounded 
shadow of increased density overlying the tip of the 
fundus. In the oblique projections, the tip of the 
fundus had a completely normal appearance. A bar- 
jum enema showed no intrinsic or extrinsic lesions 
of the colon. The pressure effect on the gallbladder 
was independent of the hepatic flexure. An excretory 
urogram and upper gastrointestinal series showed 
no abnormality. 


Figure 1—Cholangiogram showing the pressure effect 
by the cyst on the gallbladder. 
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The abdomen was opened through a subcostal 
incision in the right upper quadrant. Attached to 
the peritoneum of the anterior abdominal wall on 
the upper flap of the incision by a short, flat pedicle 
was a unilocular cyst 5.5 x 4.5 cm. in diameter with 
a smooth, glistening, translucent surface (Figure 2). 
It was removed intact and submitted to the labora- 
tory. No other cysts, free or attached, were found. 
The gallbladder was soft, compressible, and con- 
tained no palpable stones. The liver appeared to be 
normal and contained no cysts or tumors. There were 
“violin-string” adhesions between the right lobe of 
the liver and the diaphragm. Both ovaries were pres- 
ent and normal-appearing. Further exploration of 
the peritoneal cavity revealed no abnormalities. 


The postoperative course was uneventful, and the 
patient was discharged from the hospital in good 
condition. 


Pathologist’s Report 


The specimen, a thin-walled, semitranslucent, uni- 
locular cystic structure 5.5 x 4.5 cm., had a smooth, 
glistening surface. A small amount of fibrous and 
muscular tissue was attached to one aspect of the 
cyst, apparently where it had been attached to the ab- 
dominal wall. On microscopic examination the cyst 
was seen to be lined with a single layer of uniform 
low cuboidal cells resembling mesothelial lining cells 
and having fairly uniform round or slightly oval, 
relatively pale nuclei (Figure 3). This apparently 
mesothelial lining was supported by a thin layer of 
relatively acellular collagenous fibrous connective 
tissue. The sections taken frou zie base of the lesion 
showed the adjacent skeletal muscle to be focally 
slightly fibrosed but to be otherwise not remarkable. 
The fibrous collagenous portions of the cyst wall 
formed the attachment of the lining to the striated 
muscle. Sections from a biopsy specimen taken from 
the liver at the time of the removal of the cyst 
showed no significant abnormalities. 


COMMENT 


A cyst of this size is likely to cause clinical symp- 
toms regardless of location. In the present case, be- 
cause of the location in the right upper quadrant and 
the extrinsic pressure on the gallbladder the possi- 
bility of cystic dilatation of the bile ducts was con- 
sidered in differential diagnosis; but partly because 
of the absence of any jaundice and because of the 
age of the patient, this did not appear probable," 
and a definite diagnosis could not be made before 
laparotomy. In other locations, solitary peritoneal 
cysts may simulate other conditions, and the possi- 
bility should be considered in the differential diag- 
nosis of cystic intraabdominal lesions. 

The histogenesis of peritoneal cysts is of interest, 
and several modified classifications have been pub- 
lished since Moynihan in 1897 originally classified 
them as serous, chyle, hydatid, blood, dermoid, and 
malignant cysts.* In contrast to the flat endothelial 
cells which line most of the multiple smaller cysts, 
the cells lining the cyst described in this communica- 
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Figure 2.—Gross appearance of the cyst, with a small 


portion of adjacent muscle of the anterior abdominal 
wall. 





Figure 3.—Photomicrograph demonstrating the meso- 
thelial cyst lining (X75). 


tion are taller and cuboidal, and strongly resemble 
normal peritoneal or mesothelial cells. It is our be- 
lief, based mainly on this histologic appearance, 
that the cyst was mesothelial in origin rather than 
formed by the dilatation of lymphatic channels. The 
possibility of a wolffian cyst cannot be excluded on 
the basis of the morphologic appearance, but this 
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vathogenesis is not likely in a lesion of the lateral 
upper anterior abdominal wall. In view of this 
histologic similarity, however, one might question 
whether all the frequently encountered cysts of the 
peritoneal and subperitoneal tissues of the female 
pelvic organs, and especially of the parovarian tis- 
sues, are indeed wolffian as is generally assumed, or 
whether some of them are not simply mesothelial 
cysts. The variance of the cells lining some of. the 
peritoneal cysts described in the literature, some 
being reported as lined by stratified squamous epi- 
thelium,? is not surprising since the tissue culture 
studies by Stout and Murray’? demonstrated that the 
versatile serosal covering cells may produce epi- 
thelial, fibroblastic or combined tumors. 


SUMMARY 


A case of a solitary mesothelial cyst of the parietal 
peritoneum in a 60-year-old white woman is re- 
ported. The lesion caused extrinsic pressure on the 
gallbladder, and was excised. Symptomatic perito- 
neal cysts of this size are rare, but the possibility of 
the presence of such a lesion should be considered 
in the differential diagnosis of intraabdominal cystic 
lesions. The pathogenesis of peritoneal cysts is 
briefly reviewed. 


Hospital of The Good Samaritan, 1212 Shatto Street, Los Angeles 
17 (Kern). 
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Acute Hemorrhage from Aberrant Pancreatic 
Tissue in the Gallbladder 


1. JACK VIDGOFF, M.D., and 
ALFRED LEWIS, M.D., Los Angeles 


THE PRESENCE of aberrant pancreatic tissue in the 
gastrointestinal tract is not rare. It is noted about 
once in five hundred surgical operations. 


The most common locations of aberrant pancre- 
atic tissue are the stomach, the duodenum and the 
jejunum; less common locations are a Meckel’s 
diverticulum, the capsule of the spleen and the 
gallbladder. The tissue is of congenital origin, prob- 
ably becoming detached from the primary pan- 
creatic anlage, then during development being trans- 
planted to any of various positions and in different 
organs of the gastrointestinal tract. 


The first case of aberrant pancreatic tissue in 
the gallbladder of a human was reported by von 
Hedry. in 1924 (cited by Jacobson*). Since then 
five cases have been reported. In all the reported 
cases, the aberrant tissue was localized in the wall 
of the gallbladder and the symptoms were associated 
with calculi. In the case herein reported the lesion 
was not associated with calculi and the symptoms— 
acute inflammation with resultant hemorrhage into 
the gallbladder—were entirely due to changes in 
the tissue itself. 


Diagnosis is only made by postoperative his- 
tological study of the removed gallbladder. 


The symptoms are variable. There may be no 
symptoms, the diagnosis of gallbladder disease be- 
ing made by the presence of calculi, with the aber- 
rant tissue an incidental observation. In other in- 
stances the symptoms may depend on the pathologi- 
cal condition present within the aberrant tissue 
itself, such as inflammation, ulceration, hemorrhage 
or carcinoma.® 

At operation the lesion may be observed as a mass 
in the wall of the gallbladder. It is usually soft and 
pulpy. In some instances the tissue may penetrate 
the mucosa and show dimpling due to the presence 
of pancreatic ducts, or it may show ulceration with 
or without signs of acute hemorrhagic cholecystitis. 

Microscopically the appearance is typical of pan- 
creatic tissue, with the presence of ducts and acini. 
Sometimes localized islands of Langerhans may be 
present. 


REPORT OF A CASE 


A man, 52 years of age, was admitted to the 
hospital July 5, 1960, with complaint of epigastric 
pain of one week’s duration. It had begun rather 
suddenly following a drink of a cold nonalcoholic 
beverage. The pain was not referred to the shoulder 
or back, was confined mostly to the epigastrium, 
was not continuous but recurred on and off, and at 
times was severe. There was no nausea, vomiting or 
diarrhea. 


Submitted December 2, 1960. 
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The patient had been a heavy drinker, but because 
of severe abdominal pain immediately after drink- 
ing, he had discontinued drinking alcohol more 
than a year previously. 


Upon physical examination no jaundice was 
noted. The abdomen was tender with some rigidity 
in the right upper quadrant and extending into the 
epigastrium. Sounds of peristalsis were present. 
There was an infected wound on the right hand. 


An x-ray film of the abdomen with the patient 
upright showed no subphrenic air and no dilatation 
of the small intestine. X-ray films of the chest 
showed diffuse emphysema. 


The amylase value of the blood was 144 units 
and the transaminase content was within normal 
limits. Moderate elevation of urinary diastase was 
noted on two determinations. Results of urinalysis 
were within normal limits. Hemoglobin content of 
the blood was 15.1 gm. per 100 cc. and packed cell 
volume was 43 per cent. Leukocytes numbered 
10,500 per cu. mm.—71 per cent polymorphonuclear 
cells, 25 per cent lymphocytes, 3 per cent eosinophils 
and | per cent stab cells. 


The diagnosis was mild pancreatitis and the pa- 
tient was treated conservatively. 


Ten days later his condition was improved enough 
to permit further diagnostic studies. Serologic tests 
were negative for syphilis. In x-ray films of the 
gastrointestinal tract, a small hiatal hernia, with 
no reflux and no ulcer, was seen. No abnormalities 
were seen in barium enema films. Gallbladder 
studies, first with a normal amount of dye taken by 
mouth and then with a double dose, showed no 
filling. No calculi were visible. Cholecystectomy 
was contemplated but because of the infected hand 
it was thought best to send the patient home and 
have him return for elective cholecystectomy after 


the hand wound had healed. 


The first day at home the patient had mild epi- 
gastric distress and on the second day an acute 
episode of severe pain in the right upper quadrant 
with vomiting. He was readmitted to the hospital. 
The temperature was 101° F. Extreme tenderness 
and rigidity were noted in the right upper quadrant 
of the abdomen and a tender mass was palpable 
there. Moderate leukocytosis was present. A diag- 
nosis of acute cholecystitis was made and the patient 
was prepared for emergency operation. 


There was a moderate amount of serosanguinous 
fluid in the abdominal cavity. The stomach and 
duodenum and the pancreas appeared normal. The 
gallbladder was greatly distended, edematous and 
thickened. Because of the huge distention, the gall- 
bladder was emptied with trocar and suction, and 
bright red blood was obtained. When the distention 
was reduced the gallbladder could be better pal- 
pated, A nodule, thought to be a stone, was felt 
near the cystic duct. The common duct was not 
distended, and no calculi were palpable. Removal 
of the gallbladder from above downward was car- 
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Figure 1.—Cross-section showing ectopic pancreatic tis- 
sue in relationship to the gallbladder. There are areas of 
infection with very thickened and hemorrhagic mucosa 


of the gallbladder. 
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Figure 2.—Microscopic view of pancreas and gallblad- 
der mucosa with areas of hemorrhage and fecal ulcera- 


tion (250). 


Figure 3—High power view showing cellular infiltrate 
and pancreatic acini (400). 
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ried out. The cystic duct and cystic artery were 
separately ligated and, after a drain had been placed 
in the pouch, the abdomen was closed in layers. 

The patient was discharged from hospital on the 
seventh day. 


Pathologist’s Report 


The gallbladder was 10 cm. long and 3.5 cm. in 
diameter. Edematous and firm, the wall of the gall- 
bladder was 0.6 cm. thick. The lumen was filled with 
blood. The mucosa was grossly hemorrhagic, the 
hemorrhagic process extending down to the cystic 
duct (Figure 1). Three centimeters from the re- 
sected end of the mucosa was a 0.2 cm. area of 
ulceration, and beneath it and involved with it was a 
discrete nodule 1.0 x 0.5 cm. which resembled 
pancreas. No calculi were present. 


Pronounced edema of serosa and muscular tissue 
was noted on microscopic examination of sections 
of the gallbladder. The muscularis showed hyper- 
trophy and there was a heavy neutrophilic infiltra- 
tion throughout all layers of the gallbladder. There 
was ulceration with heavy interstitial hemorrhage 
in the mucosa (Figure 2) and in the nodule which 
protruded into the mucosa. The acini and ducts 

‘were those of pancreatic tissue. They were dilated 
and showed squamous metaplasia. Numerous islets 
were present (Figure 3). 


The pathologic diagnosis was: Acute hemorrhagic 
cholecystitis; acute hemorrhagic ectopic pancreati- 
tis; focal ulceration of mucosa; ectopic pancreas, 
gallbladder; squamous metaplasia in the ducts. 
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COMMENT 


From the clinical course in this case—first con- 
sistent with mild pancreatitis, then a sharp increase 
in pain and development of symptoms consistent 
with acute cholecystitis—and the conditions ob- 
served at operation and by pathological study, it 
appears that what actually happened was a sudden 
hemorrhage into the gallbladder. This occurrence 
was comparable to hemorrhage from aberrant pan- 
creatic tissue such as is sometimes seen in the 
stomach and duodenum, the hemorrhage being pro- 
duced by acute pancreatitis in the aberrant tissue 
with subsequent ulceration of mucous membrane. 

We believe that all the symptoms were produced 
by changes in the aberrant pancreatic tissue itself. 


SUMMARY 


Ectopic pancreatic tissue in the gallbladder is a 
fairly uncommon occurrence, In most instances it 
is an accidental finding following cholecystectomy 
for calculi. In the case here reported the symptoms 
were produced by changes in the pancreatic tissue 
itself and no calculi were present. 

6333 Wilshire Boulevard, Los Angeles 48 ( Vidgoff). 
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Best Foot Forward 


ONE RECOMMENDATION made to the Council by the 
Special Ad Hoc Committee on Continuing Educa- 
tion and Scientific Activities of the California Med- 
ical Association will, when implemented, give new 
impetus to the Association’s primary purpose as 
stated in the Constitution: “To promote the science 
and art of medicine, the protection of the public 
health and the betterment of the medical profession.” 


As a preface to its report, the Committee pointed 
out that the C.M.A. cannot continue to occupy a po- 
sition of importance in the legislative and socio- 
economic negotiations with which it has had to 
concern itself more and more in recent years, unless 
at the same time it commands the scientific respect 
of its constituents and the public. In this connection 
it was noted that not only is scientific medicine the 
one universal compelling interest among physicians 
and the single greatest adhesive force in a widely 
diversified profession; it is also the aspect of the 
professional organization that gets the greatest re- 
spect and admiration from the public. 


The Committee proposed setting up within the 
C.M.A. a Scientific Board which would serve at once 
to invigorate all the Association’s educational and 
scientific activities, to draw them together in a logi- 
cal whole, to give them direct representation on the 
Council and in the House of Delegates and to enlist 
the good will, the advice and the cooperation of 
some of the best scientific and educational organi- 
zations in the western United States. The Board 
would have two new responsibilities beyond the co- 
ordination and improvement of scientific and edu- 
cational functions already being performed by the 
Medical Association. One is to form a Committee 
on Scientific Information to serve as a source of 
information to the public (with regard to such mat- 
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ters as live poliomyelitis vaccine) and to C.M.A. 
members. The other is to establish a Foundation for 
the collection and distribution of funds for continu- 
ing medical education in California. 


The recommendation was consistent with the pur- 
poses of the Committee, which was formed more 
than a year and a half ago because of growing 
concern in C.M.A. leadership over evidence of 
diminishing interest in the Association’s scientific 
assemblies and a tendency toward fragmentation 
and lack of cohesiveness and coordination of medi- 
cal educational facilities, both within the Associa- 
tion and without. 


The Scientific Board proposed by the Committee 
would have 36 members, one each to be named by 
the present 18 Scientific Sections and the remaining 
18 to be members-at-large who would be C.M.A. 
members but would be nominated for the Board by 
scientific organizations other than the California 
Medical Association. The organizations named to 
make such nominations would be “statewide or local 
divisions of national organizations or important 
groups in the western United States or California, 
such as the American College of Physicians, Ameri- 
can College of Surgeons, California Academy of 
General Practice, American College of Obstetri- 
cians and Gynecologists, etc.” All the 36 members 
would be seated as representatives of the Board in 
the House of Delegates. One Board member would 
be elected to the Council and in addition the chair- 
man of the Board would be an ex officio member of 
the Council. 

In its recommendations and in designing this 
structure for.improving what is best in a medical 
association, from the professional as well as from 
the public point of view, the Committee has offered 
the C.M.A. a means of putting its best foot forward. 
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Substandard Clinical Laboratories 


THE LAST FEW MONTHS have seen a renewed cam- 
paign, by mail, by out-of-state clinical laboratories 
to secure the laboratory work of physicians practic- 
ing here. 

In the language of law and economics, caveat 
emptor—let the buyer beware. 

Investigation has shown that some laboratories 
which handle an across-the-border service are en- 
tirely reliable. Others, unfortunately, are not. In 
the case of the latter group, physicians are well ad- 
vised, for the benefit of their patients as well as 
themselves, to look carefully into the quality of 
the service provided by clinical laboratories which 
are known to them only through mail contacts. 


Last October both Time and Newsweek magazines 
published stories about one particular laboratory 
under the respective headings “Larceny in the Labs” 
and “The Deadly Mistake.” These reports point up 
the wisdom of careful inquiry by physicians into the 
clinical laboratories to which they may send speci- 
mens for testing. 


California is one state where strict standards are 
maintained over clinical laboratories, whether they 
be operated by physicians or by clinical laboratory 
bioanalysts. Licensing laws have been drawn to pro- 
tect the public against incompetent or poorly trained 
technologists. California laboratories today are ade- 
quate in all respects to handle the clinical path- 
ological needs of the state’s physicians. 


The same safeguards are not available when a 
laboratory from another state sees fit to carry on 
a solicitation campaign by mail. While such a 
laboratory might be unable to meet California 
standards, it can circumvent these barriers by using 
the mails to cross state lines in offering its services 
to California physicians. 


California laws also prohibit rebates and fee- 
splitting. Obviously, these laws are unenforceable 
where the guilty party is located outside the state’s 
borders and able to offer such blandishments in the 
effort to pick up additional business. 

A recent test of the services of one out-of-state 
laboratory indicated the professional shortcomings 
of this firm, obvious faults which could react 
seriously against a patient or his physician, or both. 

Arrangements were made to send specimens to 
the out-of-state laboratory and, as a control, to 
licensed laboratories in California. Urine specimens 
from a group of known diabetics were dispatched 
on this basis; the mail-order laboratory reported 
glucose determinations that were uniformly low. 

One specimen examined by the mail-order labora- 
tory for urea nitrogen was reported as 11.5 mg. 
per 100 cc. Two California laboratories found more 
than 100 mg. per 100 cc. in portions of the same 
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specimen. The creatinine in this specimen was re- 
ported by one California laboratory at 18.3 mg. 
per 100 cc. and by another at 20.2 mg. per 100 cc. 
The mail-order laboratory did not even determine 
the creatinine content, doubtless due to the rela- 
tively low finding of urea nitrogen in the specimen. 

In another test series, red blood cells and acetone 
were deliberately added to the urine specimens. 
Neither of these substances was reported to the 
physician by the mail-order firm. In still another 
sampling, leukocyte counts of 11,700 per cu. mm. 
and 8,900 per cu. mm. were reported from portions 
of the same specimen. The California laboratory 
used as a control showed 5,100 per cu. mm. 

These examples should be sufficient to frighten 
any physician who may be relying on such labora- 
tories for testing procedures to be used in the care 
of his patients. Where accuracy, thoroughness and 
reliability are most needed, poor laboratory find- 
ings may mean the difference between a sick and 
a well patient, or the difference between a competent 
physician in his own office or a less careful physi- 
cian in the courthouse. 

In addition to the solicitation of physicians, some 
out-of-state laboratories are even making direct mail 
pitches to “Resident” under the so-called “junk 
mailing” permits. A recent direct-mail piece offered 
diabetics a quarterly urine testing service, doubtless 
secure in the knowledge that any bulk mailing in 
any area will reach a certain number of diabetics 
who are aware of their own condition. These patients, 
like others suffering from chronic conditions, are 
likely to have a degree of basic knowledge which, 
carefully correlated with the services of a physician, 
may aid in their overall treatment. When, however, 
laboratory testing of this type is put within their 
grasp for a flat annual cost, there is no control over 
the use to which the patient may put the findings 
mailed to him by faceless, unknown technicians. 


Such procedures open the doors wide for self- 
diagnosis and self-treatment. 


Clinical laboratories which operate across state 
lines may be of extremely high caliber and fully 
qualified for the approval of conscientious physi- 
cians who may find their services convenient and 
helpful. This may be particularly true near the 
borders of the state, where a high-quality laboratory 
in a neighboring state may fill the physician’s needs 
better than a California laboratory which is more 
distant. With laboratories in this class, there can 
be no quarrel over extending their services on a 
geographical radius which crosses state lines. 

There is ample room, however, for questioning 
the activities and the services of nameless labora- 
tories which solicit business by mail, especially if 
they offer cut-rate services or flat charges which are 
out of consonance with accepted practices in the 
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various areas of California. There is no place in this 
state for rebates or their counterparts under any 
guise. 

While present state laws cannot stop some of 
these practices, the actions of physicians can. If 
every physician using out-of-state laboratory services 
will investigate the quality of these services and the 
standing of the men performing them, and will 
accept nothing but the highest standards, this sort 
of shady practice can be run out of business. The 
physician who patronizes these firms is risking the 


physical health of his patient and his own moral 
and financial health. 

In case of doubt, the California Medical Associa- 
tion, the local county medical society or the 
Laboratory Field Services of the California State 
Department of Public Health, in the Berkeley or 
Los Angeles offices, can provide a sound evalua- 
tion service. 

If, after inquiry, the reliability of a laboratory is 
not given a completely clean bill of health—we 
repeat, caveat emptor. 
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MEDICAL ASSOCIATION 


Council Meeting Minutes 


Tentative Draft: Minutes of the 467th Meeting of 
the Council, Hilton Inn, San Francisco, March 
18, 1961. 


The meeting was called to order by Chairman 
Sherman in the Hilton Inn, San Francisco Interna- 
tional Airport, on Saturday, March 18, 1961, at 
9:00 a.m. 


Roll Call: 


Present were President Foster, Speaker Doyle, 
Vice-Speaker Heron, Secretary Hosmer, Editor 
Wilbur and Councilors MacLaggan, Wheeler, Todd, 
Quinn, O’Neill, Kirchner, O’Connor, Shaw, Rogers, 
Dalton, Murray, Davis, Miller, Sherman, Campbell, 
Morrison, Anderson and Teall. Absent for cause, 
President-Elect Bostick. 

Present by invitation were Messrs, Hunton, 
Thomas, Clancy, Collins, Marvin, Tobitt, Bowman, 
Whelan, Klutch and Edwards and Drs. Batchelder 
and Miller of C.M.A. staff; Messrs. Hassard and 
Huber of legal counsel; Messrs. Read and Salisbury 
of the Public Health League; county society execu- 
tives Scheuber of Alameda-Contra Costa, Lingerfelt 
of Fresno, Geisert and Smith of Kern, Field of Los 
Angeles, Grove of Monterey, Somerville of Napa, 
Bannister of Orange, Colvin of Santa Clara, Brayer 
of Riverside, Nute of San Diego, Neick of San 
Francisco, Thompson, Monnich and Pearce of San 
Joaquin, Wood of San Mateo, Bailey of Tulare, 
Blankfort of Marin, Funk of Solano, Brown of 
Sonoma; Messrs. Paolini, Wahlberg, Nyron and 
Lyon of California Physicians’ Service; Mrs, Eunice 
Evans of the State Department of Social Welfare 
and Drs. Dan O. Kilroy, J. B. deC. M. Saunders, 
Wayne Pollock and others. 


1. Minutes for Approval: 


(a) On motion duly made and seconded, minutes 
of the 465th Council meeting, held January 28, 
1961, were approved. 
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(b) On motion duly made and seconded, minutes 
of the 466th Council meeting, held February 10-11, 
1961, were approved. 


2. Membership: 


(a) A report of membership as of March 15, 
1961, was presented and ordered filed. 


(b) On motion duly made and seconded, two 
delinquent members who have qualified were voted 
reinstatement. 


(c) On motion duly made and seconded in each 
instance, 28 applicants were voted Associate Mem- 
bership. These were: Carol R. Bahcall, Max Wm. 
Biggs, George D. Brown, Steven H. Cornell, A. 
Gerson Hollander, Edward Manougian, Julian Arn- 
old Waller, Alameda-Contra Costa County; Abra- 
ham Howard Dulmes, James R. Glessner, Jr., Jack 
R. Kennedy, George Charles Raszus, Lysle Orting 
Shaw, Louis J. Zeldis, Los Angeles County; Floyd 
Hohnstein, Ralph T. Duddles, Napa County; Alyson 
L. Palmer, San Bernardino County; Karl E. Carl- 
son, William Philip Creger, Frederick C. Greaves, 
M. J. Holdsworth, Joseph P. Kriss, Thomas H. 
Llewellyn, John C. Marchesi, David E. McCarthy, 
Santa Clara County; Mathew Sorin, San Joaquin 
County; Alton Coy Abernethy, Sonoma County; 


President 
President-Elect 
. Speaker 


PAUL D. FOSTER, M.D. . . 
WARREN L, BOSTICK, M.D. . 
JAMES C. DOYLE, M.D. . 

IVAN C. HERON, M.D. . , . Vice-Speaker 
SAMUEL R. SHERMAN, M.D. . Chairman of the Council 
RALPH C. TEALL, M.D. . . Vice-Chairman of the Council 
MATTHEW N. HOSMER, M.D. . Secretary 
DWIGHT L. WILBUR, M.D. . Editor 
HOWARD HASSARD . Executive Director 
JOHN HUNTON . Executive Secretary 
General Office, 693 Sutter Street, San Francisco 2 © PRospect 6-9400 
ED CLANCY . 


Director of Public Relations 


Southern California Office: 
2975 Wilshire Boulevard, Los Angeles 5 * DUnkirk 5-2341 
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Bernard Goodman, David Ta-fu Wu, Ventura 
County. 

(d) On motion duly made and seconded in each 
instance, 26 members were voted Retired Member- 
ship. These were: Ina Gourley, Alameda-Contra 
Costa County; Hildreth Caldwell, Albert James 
Campbell, John F. Chapman, Philip M. Dale, R. 
Bruce Eldredge, James P. Gillis, Roland Y. Glidden, 
Margaret Farr Hara, Charles J. Harbeck, Cullen 
Ward Irish, Ralph F. Miller, John G. Norman, Wil- 
liam Novick, Joseph C. Savage, Jane Skillen, W. Les- 
lie Stevens, Charles E. Stolz, Los Angeles County; 
John Andrew Wood, Orange County; James J. Cecil, 
San Bernardino County; Roland Davison, Rudolph 
L. Dresel, Frank A. Kinslow, San Francisco County ; 
Herbert Lee Niebel, Lois Pendleton Todd, Santa 
Clara County; Granville S. Delamere, Yuba-Sutter- 
Colusa County. 

(e) On motion duly made and seconded, 29 
members were voted a reduction in dues because of 
postgraduate study or prolonged illness. 


3. Committee for Emergency Action: 


President Foster reported on a meeting of the 
Committee for Emergency Action, at which time 
discussion was held on the possible use of radio 
and other media of communication as a means of 
informing the public on economic aspects of medical 
care. 

Discussion was also held on the subject of public 
speaking and on the feasibility of distributing to 
the membership a copy of a series of articles entitled 
“Time for Decision” prepared under the guidance 
of Dr. Foster. Following these discussions, the 
following actions were taken: 

It was regularly moved, seconded and voted that 
the chairman appoint a committee to investigate 
the formation of a speakers’ bureau, utilizing the 
services of officers, staff and Woman’s Auxiliary. 
(Chairman Sherman named Councilors Teall and 
Anderson as co-chairmen of such committee, they 
to select other committee members. ) 

It was regularly moved, seconded and voted that 
the Committee on Public Relations and the staff 
look into the feasibility and cost of using radio as a 
public relations medium. 

It was regularly moved, seconded and voted that 
the “Time for Decision” articles be distributed to 
the membership, provided California Physicians’ 
Service met the cost of such distribution and further 
provided a footnote accompany the articles to point 
out the fact that not all items in these articles neces- 
sarily represent Association policy but are distrib- 
uted for informational and educational purposes 
and that there is wide divergence of opinion on 
these matters among C.M.A. members. 
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4. State Department of Social Welfare: 


Mrs. Eunice Evans of the State Department of 
Social Welfare reviewed some of the measures now 
before the State Legislature. One bill would restrict 
or eliminate health evaluation physical examinations 
for aged welfare recipients; another would pro- 
vide for the care of chronically ill recipients in 
nursing homes or private hospitals and another 
provide for such care in county hospitals only. 
Mrs. Evans stated the department was attempting 
to compose the differences in some of these legisla- 
tive proposals. 


5. California Physicians’ Service: 


Dr. Morrison reported that letters have been sent 
to all physician members of California Physicians’ 
Service relative to the inauguration of the D and 
E schedules of fees and that good response has 
resulted. He also reported that recommendations of 
the 1960 House of Delegates relative to deductibles 
in contracts, coverage for neuropsychiatric services 
and other items had been implemented. There are 
now, he reported, about 980,000 subscribers and 
14,500 physician members of C.P.S. 

Dr. Morrison also reported that additional costs 
of $25,000 annually were anticipated from the re- 
moval of the $1 co-payment provision in the MD-65 
program, which had been approved by C.P.S. and 
by the Council. Projecting this added cost would 
indicate, he reported, that the Association would be 
liable for losses of an estimated $8,000 by the mid- 
dle of 1963 and as much as $59,000 by 1965 under 
the stop-loss agreement in effect. Inasmuch as this 
agreement requires approval for any changes in the 
program, it was regularly moved, seconded and 
voted that the. stop-loss agreement be amended to 
provide for the elimination of the co-payment by 
patients and still remain in effect. 


6. Committee on Committees: 


The Committee on Committees recommended that 
the Council nominees for appointment to the C.P.S. 
Board of Trustees be as follows: Orville W. Cole, 
Jr., M.D., Long Beach, to succeed Arlo A. Morrison, 
M.D.; Donald C. Harrington, M.D., to succeed Dave 
Dozier, M.D.; Mr. Thomas Hadfield to be reap- 
pointed; Mr. James Cowee to succeed the Rt. Rev. 
Msgr. T. J. O’Dwyer; and Mr. Arnold Callen, 
Oakland, United Automobile Workers, to fill a 
vacancy. On motion duly made and seconded, these 
nominees were approved for presentation to the 
House of Delegates. 


7. Finance Committee: 


(a) Chairman Heron of the Finance Committee 
presented reports of current cash balances and of 
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income and expenditures for the eight months ended 
February 28, 1961. These were ordered filed. 

(b) Dr. Heron also presented a proposed budget 
ior the 1961-1962 fiscal year, together with several 
policy items on which Council determination was 
requested for budgeting purposes. On motions duly 
made and seconded, it was voted to reduce the 
maximum size of committees to nine members, to 
discontinue some committees or consolidate their 
functions with others, to reduce some committees 
to liaison status and to direct the staff to prepare 
amendments to the procedural rules of committees 
in regard to meeting schedules for purposes of better 
budget control. It was also moved, seconded and 
voted that incorporation of a research foundation 
be approved for the receipt of research funds. 


8. Committee on Scientific Activities: 


Dr. Wilbur, chairman, and Drs. Joseph W. Tel- 
ford and John B. deC. M. Saunders, members of 
the ad hoc Committee on Scientific Activities and 
Continuing Education, presented the report of the 
committee, with a number of recommendations for 
the handling of postgraduate education, annual 
scientific assemblies and scientific publications. 


On motion duly made and seconded, it was voted 
to commend the committee for its work and to 
express gratitude to it for a thorough and enlight- 
ening report. 

On motion duly made and seconded, it was voted 
to authorize the chairman to appoint a study com- 
mittee which, in consultation with the Committee 
on Committees, Finance and Medical Education, 
should study the report and bring in recommenda- 
tions for action. 

The committee also recommended action on sev- 
eral resolutions and By-Law amendments referred 
to it by the 1960 House of Delegates. On motions 
duly made and seconded in each instance, the fol- 
lowing actions were taken: 

Resolution No. 50—Referred to study committee 
above. 

Resolution No, 42—Disapproved. 

Resolution No. 55—Referred to study committee 
above. 

By-Law Amendment No. 8—Disapproved at this 
time. 

By-Law Amendment No. 9—Disapproved at this 
time. 

By-Law Amendment No. 13—Approved. 

(The chairman appointed a study committee as 
follows: Dr. Bostick, chairman; Drs, Doyle, Quinn, 
MacLaggan, Davis, Dalton, Campbell and Wilbur, 
members. ) 
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9. Committee on Other Professions: 


Dr. Wayne Pollock, chairman of the Committee 
on Other Professions, presented the draft of an 
agreement between the Association and the Cal- 
ifornia Osteopathic Association to provide the 
mechanism for the unification of the medical and 
osteopathic professions in California. The agree- 
ment, he reported, had already been approved by 
the Board of Trustees of the C.0.A. and would, if 
approved by the Council be submitted to the House 
of Delegates of each association for approval. If so 
approved, steps could be taken immediately to im- 
plement the agreement. 

On motion duly made and seconded, it was voted 
to approve the proposed agreement and to forward 
it to the members of the House of Delegates with 
recommendation that the House likewise approve. 

On motion duly made and seconded, the Council 
voted its thanks and commendation to Dr, Pollock 
and his committee for the fine work represented by 
the agreement. 


10. Bureau of Research and Planning: 


Mr. Klutch reported that seven of a series of 
economic reports had been completed, three more 
were under preparation and five more planned. 
These would be published in Newsletter. The Coun- 
cil agreed to such publication after approval of the 
reports by the Bureau. 


11. Commission on Cancer: 


Dr. Davis, chairman of the Commission on Can- 
cer, reported that several meetings had been held 
on the subject of updating and republishing the 
“Cancer Studies” issued several years earlier by the 
commission. Later reports will be made on this 
subject. 


12. Medical Review and Advisory Board: 


Dr. Kirchner, chairman of the Medical Review 
and Advisory Board, reported on the successful 
medical-legal conference held in San Francisco 
under A.M.A. auspices. About 800 people, equally 
divided between physicians and attorneys attended 
the two-day session. 

Dr. Kirchner also reported that three articles on 
professional liability insurance had been prepared 
and would be presented to CALIFORNIA MEDICINE 
for publication if the Council approved. On motion 
duly made and seconded, authority to submit these 
articles was voted. 


13. Commission on Public Agencies: 


Dr. Wheeler, chairman of the Commission on 
Public Agencies, discussed two legislative proposals 
relating to hypnosis, one of which would limit the 
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use of hypnosis to licensed physicians, dentists and 
psychologists and one which would create a new 
board to license those who would use this form of 
practice. On motion duly made and seconded, it 
was voted to refer the restrictive measure to the 
Committee on Legislation and to oppose the pro- 
posal for a new licensing board. 

Dr. Wheeler also presented a set of ten princi- 
ples relating to hypnosis, as developed by the com- 
mission. On motion duly made and seconded, this 
set of principles was approved as policy. 


14. Committee on Legislation: 


Dr. Kilroy, chairman of the Committee on Legis- 
lation, reported that a resolution had been intro- 
duced in the State Senate to eliminate the health 
evaluation examinations which had previously been 
approved by the State Department of Social Wel- 
fare to be made on welfare applicants in the 65 to 
70-year group. On motion duly made and seconded, 
it was voted to refer this proposal to the Committee 
on Legislation and the Liaison Committee to the 
State Department of Social Welfare for a later 
report to and policy decision by the Council. 

Mrs. Eunice Evans, deputy director of the State 
Department of Social Welfare, stated that the de- 
partment’s program would not be put into effect 
while legislation on this subject was under dis- 
cussion. 


15. Legal Department: 


Mr. Hassard reported that the Joint Council to 
Improve the Health Care of the Aged had voted 
to establish a joint commission for the accreditation 
of nursing homes and would plan for inspections 
and accreditation procedures if an estimated $25,000 
could be raised to initiate the plan. It was estimated 
that these funds would be returned in about 18 
months through examination fees. On motion duly 
made and seconded, it was voted to refer to the 
Finance Committee the request that the Association 
advance $20,000 as its share of the initial working 
funds. 


16. Medic-Alert Foundation: 


A request for recognition by the Association of 
Medic-Alert Foundation was presented. It was 


pointed out that the foundation has now been in- 
corporated as a nonprofit organization and that 
interest has been shown in the organization from 
areas in all parts of the world. On motion duly 
made and seconded, it was voted to reaffirm an 
earlier decision to the effect that identification of 
patients in the interest of their health care was a 
desirable project and that the Medic-Alert devices 
are a useful and valuable means of such identi- 
fication. 


17. Chamber of Commerce of the United States: 


Dr. Todd presented a resolution in praise of the 
Chamber of Commerce of the United States and 
its state and local counterparts for their stand in 
support of the principles of economic freedom and 
opportunity. On motion duly made and seconded, 
this resolution was approved and ordered intro- 
duced into the House of Delegates. 


18. Alcoholism and Narcotic Addiction: 


Dr, Quinn presented a resolution calling attention 
to the human and economic waste involved in 
alcoholism and narcotics addiction and urging 
physicians and medical societies to take the lead in 
law enforcement and public education to eradicate 
these conditions. On motion duly made and sec- 
onded, this resolution was approved and ordered 
introduced into the House of Delegates. 


19. Physically Handicapped College Students: 


Dr. Anderson proposed that the Committees on 
Rehabilitation and School Health jointly study the 
feasibility of urging that one or more of six new 
state colleges be designed architecturally to permit 
physically handicapped students to attend and se- 
cure the education for which they are equipped but 
currently denied because of architectural obstacles. 
On motion duly made and seconded, this resolution 
was adopted. 


Adjournment: 


There being no further business to come before it, 
the meeting was adjourned at 5:30 p.m. 


SAMUEL R. SHERMAN, M.D., Chairman 
MatrTHew N. Hosmer, M.D., Secretary 
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In Memoriam 


Barker, LaAwreENCE F. Died March 14, 1961, aged 47, of 
an acute coronary occlusion. Graduate of St. Louis Univer- 
sity School of Medicine, Missouri, 1940, Licensed in Califor- 
nia in 1945. Doctor Barker was a member of the Los Angeles 
County Medical Association. 


+ 


BorMANN, GeorcE BenJAMIN. Died in Hollywood, March 
23, 1961, aged 79, of heart disease. Graduate of Northwest- 
ern University Medical School, Chicago, Illinois, 1908. Li- 
censed in California in 1921. Doctor Bormann was a retired 
member of the Los Angeles County Medical Association and 
the California Medical Association, and an associate mem- 
ber of the American Medical Association. 


+ 


Etspacu, Kurt. Died March 29, 1961, aged 62. Graduate 
of Ludwig-Maximilians-Universitat Medizinische Fakultat, 
Miinchen, Bavaria, Germany, 1924. Licensed in California in 
1937. Doctor Elsbach was an associate member of the Los 
Angeles County Medical Association. 


+ 


Evans, JoHN Frank. Died March 22, 1961, aged 54, of 
heart disease. Graduate of Meharry Medical College, Nash- 
- ville, Tennessee, 1933. Licensed in California in 1944. Doc- 
tor Evans was a member of the Los Angeles County Medical 
Association. 


+ 


Hate, Joun M. Died March 10, 1961, aged 61. Graduate 
of the College of Medical Evangelists, Loma Linda-Los 
Angeles, 1940. Licensed in California in 1941. Doctor Hale 
was a member of the Los Angeles County Medical Asso- 
ciation. 


% 


Hatt, Georce Peter. Died February 12, 1961, aged 72. 
Graduate of Cooper Medical College, San Francisco, 1909. 
Licensed in California in 1909. Doctor Hall was a member 
of the Santa Clara County Medical Society. 


+ 


Lertwicnu, Opa TAsweELL. Died in Oakland, April 10, 1961, 
aged 84, of lymphosarcoma of the colon. Graduate of Ens- 
worth Medical College, St. Joseph, Missouri, 1906. Licensed 
in California in 1923. Doctor Leftwich was a retired member 
of the Alameda-Contra Costa Medical Association and the 
California Medical Association, and an associate member of 
the American Medical Association. 


+ 


Locspon, Ronatp O. Died April 4, 1961, aged 74. Gradu- 
ate of the University of Louisville School of Medicine, Ken- 
tucky, 1909. Licensed in California in 1927. Doctor Logsdon 
was a retired member of the San Diego County Medical Soci- 
ety and the California Medical Association, and an asso- 
ciate member of the American Medical Association. 


+ 


Lonc, Frank Epison. Died in Inglewood, March 20, 
1961, aged 70. Graduate of Indiana University School of 
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Medicine, Bloomington-Indianapolis, 1919. Licensed in Cali- 
fornia in 1921. Doctor Long was a retired member of the Los 
Angeles County Medical Association and the California 
Medical Association, and an associate member of the Amer- 
ican Medical Association. 


Matnzer, THEOopDoR. Died April 13, 1961, aged 42. Gradu- 
ate of Rheinische Friedrich-Wilhelms-Universitat Medizin- 
ische Fakultat, Bonn, Prussia, Germany, 1947. Licensed in 
California in 1952. Doctor Mainzer was a member of the Los 
Angeles County Medical Association. 


+ 


McC.e.ianp, Preston H. Died April 1, 1961, aged 62, of 
heart disease. Graduate of Rush Medical College, Chicago, 
Illinois, 1931. Licensed in California in 1934. Doctor McClel- 
land was a member of the Los Angeles County Medical 
Association. 


+ 


Mitter, Epwarp A. Died in Indio, March 11, 1961, aged 
53, of heart disease. Graduate of Washington University 
School of Medicine, St. Louis, Missouri, 1936. Licensed in 
California in 1942. Doctor Miller was a member of the San 
Bernardino County Medical Society. 


+ 


Moran, Frank AntHony. Died in San Francisco, April 
8, 1961, aged 55. Graduate of Stritch School of Medicine of 
Loyola University, Chicago, Illinois, 1936. Licensed in Cali- 
fornia in 1936. Doctor Moran was a member of the San Fran- 
cisco Medical Society. 


ROUNSEVILLE, WAYNE JosePH. Died in Oakland, April 12, 
1961, aged 41, of myocardial infarction due to arteriosclero- 
sis. Graduate of Stanford University School of Medicine, 
Stanford-San Francisco, 1950. Licensed in California in 
1950. Doctor Rounseville was a member of the Alameda- 
Contra Costa Medical Association. 


+ 


SmitH, Jacop Oscar. Died in San Francisco, April 1, 
1961, aged 53, of heart disease. Graduate of the University 
of California School of Medicine, Berkeley-San Francisco, 
1932. Licensed in California in 1932. Doctor Smith was a 
member of the San Francisco Medical Society. 


% 


Tuomas, WALTER CLaupeE. Died April 11, 1961, aged 65. 
Graduate of Indiana University School of Medicine, Bloom- 
ington-Indianapolis, Indiana, 1921. Licensed in California in 
1924. Doctor Thomas was a member of the Los Angeles 
County Medical Association. 


+ 


WeEntTWortH, WittiAmM E. Died March 1961, aged 64. 
Graduate of the University of California School of Medicine, 
Berkeley-San Francisco, 1946. Licensed in California in 
1946. Doctor Wentworth was a member of the Napa County 
Medical Society. 





BLIC HEALTH REPORT 


MALCOLM H. MERRILL, M.D., M.P.H. 
Director, State Department of Public Health 


To Assist in combating the increase in venereal dis- 
ease in California, the department has received a 
$27,563 grant from the U. S. Public Health Service 
to strengthen case finding activities in local health 
departments, with emphasis on infectious syphilis. 

During the last five years the reported incidence 
of infectious syphilis has increased by 300 per cent. 
There has been a continuing upswing in primary 
and secondary syphilis, with cases reported last year 
50 per cent above those for 1959. In 1960 there 
were 1,581 cases reported, compared with 1,038 
in 1959 and 831 in 1958. 

As part of the federal assistance the Public Health 
Service will assign eight public health trainees to 
local health departments to work as epidemiologists 
in the case finding programs, and to assist in the 
planning, development and evaluation of methods 
used to control the spread of syphilis and other 
venereal diseases. 

The trainees also will maintain liaison with 
practicing physicians, interview venereal disease 
patients and perform venereal disease contact in- 
vestigations. gly 


Glaucoma is a threat to the vision of one out 
of every 50 Californians over the age of 40. The 
department’s Prevention of Blindness Program has 
undertaken an intensive public and professional 
education effort. A major program aid in this 
campaign is a recently completed exhibit on glau- 
coma through which the public is alerted to the 
dangers of the disease, the warning signs, and how 
it can be detected early enough to save sight. 

Local health departments will use this exhibit 
and educational material produced by eye special- 
ists in endeavors to develop community awareness 
of this preventable form of blindness. 

As a joint effort with the Santa Clara County 
Medical Society, the San Jose City Health Depart- 
ment now operates a glaucoma detection center 
for any resident in the community. The center, open 
twice weekly, is operating at capacity. 

? ? 7 

The most recent problem to become a major 
public health concern is exposure to ionizing radia- 
tion. Such exposure arises from medical, occupa- 
tional and environmental sources. The department 
is developing programs in all three of these areas. 

The principal effort is one of continuous surveil- 
lance of the environment to determine the degree 
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and extent of human radiation exposure. The data 
obtained provide a basis for action in long-range 
preventive programs and in radiation emergencies, 
and will assist in the orderly development of a 
radiological health program. 

As man-made uses of nuclear energy and its 
radioactive by-products increase, radiological con- 
tamination of the environment will inevitably 
increase. Thus, the rationale is for a program to 
obtain base line data now, and to watch carefully 
for increases in environmental contamination so 
that any necessary corrective action can be taken 
in time to avert hazardous situations. 

To these ends a variety of environmental media 
are periodically sampled and analyzed for radio- 
active content. These media include air, water, 
soil, native vegetation, vegetables, fruit, field crops, 
milk, meat, poultry, eggs, fish, shellfish, sewage, 
snow and rain. 

Special attention is given to major population 
centers, to major food producing regions and to 
areas around major nuclear installations. 

A continuing program is being carried out to im- 
prove and refine sampling and analytical techniques. 
It is expected that ultimately the total effort can be 
reduced as more information becomes available as 
to specific environmental indicators that can be used 
to generalize environmental contamination levels. 

It is planned to publish the data obtained from 
this program in a regular series of quarterly reports, 
the first of which will be published shortly and 
distributed to interested agencies. 


? ? ? 


The State Health Department has contracted with 
Cedars of Lebanon Hospital Rehabilitation Center 
in Los Angeles for two five-day courses for nurse 
supervisors of nursing homes with more than 25 
beds. The project is supported with funds from the 
U. S. Public Health Service 1961 General Health 
Grant, and is one of several activities sponsored by 
the department to improve patient care in nursing 
homes in California. 


The course will cover techniques and procedures 
of rehabilitation nursing through demonstration and 
practice sessions, as well as the concepts and prin- 
ciples of supervision and the methods of trained 
nursing personnel in nursing homes. The faculty will 
be made up of specialists in the fields of medicine, 
nursing and rehabilitation. 
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INFORMATION 


Suit Against Physicians for Hospital 
Medical Staff Activities 


Extension of Professional Liability Coverage 


Puysicians have asked: “Does my professional 
liability insurance contract protect me when I 
officially participate in the activities of a hospital 
medical staff committee? Or does the liability in- 
surance policy of the hospital agree to defend me 
and hold me harmless should damages be assessed 
for the action of a medical staff committee?” 

The Joint Medicolegal Education Committees of 
C.M.A.-C.H.A. and A.M.A.-A.H.A. have studied 
these questions in order to inform the members of 
our profession. 

When the inquiry started, the answer to both 
these questions was, at best, doubtful in some 
policies, and in others it was “no.” 

The C.M.A.-C.H.A. Joint Medicolegal Education 
Committee is unanimous in its recommendation that 
a physician should be able to obtain adequate cover- 
age for this potential liability. Each member of the 
profession serving on hospital medical staff com- 
mittees and on a county medical society committee 
is strongly urged to secure adequate insurance for 
his participation. 


County Medical Society Committee Activity 


One county medical society has secured a certifi- 
cate of insurance to indemnify and protect against 
any claims against physician-members of any county 
medical society committee for the performance of 
his official duties as a member of a committee. It is 
recommended that all county societies study the 
need for such a policy. 


Hospital Medical Staff Committee Activity 


Recently, in California, three county medical 
society group malpractice insurance carriers (one 
in northern and two in southern counties) have en- 
dorsed their individual professional liability policies 
to afford protection to physicians for their participa- 
tion in medical staff committee activities and de- 
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cisions. The endorsement of the group policies 
providing this coverage reads as follows: 


Policy A: “It is agreed that such insurance as is 
afforded by Part I of the policy shall also apply 
to injury arising out of or resulting from any 
claim or suit alleging libel, slander or defamation 
of character, brought against certificate holders, 
acting in the course of their duties as members of 
duly authorized committees of either the named 
insured or an accredited hospital, provided such 
members are so acting with and upon the advice 
of competent legal counsel.” 


The advice of counsel is stipulated in order that 
county medical society and hospital staff committees 
seek legal opinion concerning the technical proce- 
dural steps taken and the probable by-law authority 
of the committee when it relates to decisions which 
affect the rights and privileges of those who might 
claim to be injured. 

Policy B: “It is agreed that such insurance as is 
afforded by the policy also applies to damages for 
which the named insured or his estate may be 
legally liable by reason of his official participation 
as a committee member on the staff of any hos- 
pital accredited by the Joint Commission on 
Accreditation of the American Medical Associa- 
ition and American Hospital Association.” 


The California Hospital Association group lia- 
bility program has also extended its coverage to 
include defense of actions taken against organized 
medical staffs in the performance of their hospital 
staff administrative functions for the physicians who 
are not otherwise insured. The Committee on In- 
surance of the California Hospital Association re- 
views each individual case and advises the carrier 
on the action to be taken, including not only the 
defense but also as to the payment in the event of 
liability. Some 200 hospitals in California par- 
ticipate in this program. 

This joint coverage insures that the individual 
physician is represented by qualified counsel and 
the hospital medical staff as an agency of the hospital 
is also represented. 

The fact that the members of the medical staff of 
several California hospitals have been sued recently 
should be warning enough to the prudent physician 
to obtain insurance protection No suit to date has 
been successful, but each one has occasioned a 
prolonged and expensive defense. 





NEWS & NOTES 


NATIONAL - STATE - COUNTY 


ALAMEDA 


A National Institute of Mental Health Grant totaling 
$162,655 for the training of psychiatric residents for the next 
five years has been awarded to Herrick Memorial Hospital. 
Approved by the U. S. Department of Health, Education 
and Welfare, the psychiatric residency program has already 
received $125,000 during the past four years. 

The hospital also supports a psychiatric out-patient clinic. 
During 1960, patients made 2,928 visits to the psychiatric 
clinic. Through the clinic the patients and their families 
received care from a social worker and psychologist as well 
as their psychiatrist. The psychiatric residents offer care on 
a 24-hour basis to patients hospitalized in the 49-bed psy- 
chiatric unit. Seven hundred and ninety patients received 
care and were discharged from the inpatient unit in 1960. 

* * * 


With the completion of acoustically controlled test rooms 
and installation of specially designed electronic equipment, 
the East Bay Rehabilitation Center at Herrick Memorial 
Hospital, Berkeley, reports it is now prepared to accept re- 
ferrals for all types of diagnostic hearing evaluations for 
children and adults. 


HUMBOLDT 


Dr. Mildred Benjegerdes Hays, Eureka, received the 
honored Alumna Achievement Citation in special ceremonies 
held recently at Stephens College, Columbia, Mo. 

Dr. Hays, a 1945 graduate, was honored for her work as 
a surgeon and as a diplomate of the American Board of 
Anesthesiology. 


LOS ANGELES 


Dr. George C. Griffith, professor of medicine and co- 
ordinator of cardiovascular teaching at the University of 
Southern California School of Medicine, has been elected to 
a four-year term on the council of directors of the Inter- 
American Society of Cardiology. 

a * ok 


The Southern California Psychiatric Society, District 
Branch of the American Psychiatric Association, held its 
annual meeting and installation of officers on Saturday, 
April 29, 1961 at the Los Angeles County Medical Associa- 
tion building. 

The principal speaker was Dr. Frank F. Tallman, profes- 
sor of psychiatry at the U.C.L.A. School of Medicine. He 
spoke on his study of the teaching methods for nonpsychi- 
atric physicians in the practice of psychosomatic medicine 
in Europe. 

A scroll was presented to Dr. Daniel Blain, Director of 
the Department of Mental Hygiene, State of California, by 
the Society for his long record of outstanding contributions 
in the field of mental health. Dr. Blain, long an interna- 
tional figure in the field of psychiatry, had served for many 
years as the medical director of the American Psychiatric 
Association. 
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Dr. Ralph Bookman, Beverly Hills, was elected to the 
executive committee of the American Academy of Allergy 
at the group’s 17th Annual Meeting held in Washington, 
D. C., in February. 


* * * 


At the 1961 American Industrial Health Conference a 
scientific exhibit on “Vascular Disabilities in Industry,” 
presented by Dr. Albert Fields of Los Angeles, was 
awarded third prize in the Scientific Section. 

* * * 


Dr. Paul A. L. Haber has been appointed Domiciliary 
Director at the Veterans Administration Center, Los An- 
geles. This is the first time that a physician has been ap- 
pointed to this position. 


SAN FRANCISCO 


Dr. Frederick C. Cordes, San Francisco, is the winner 
of the 1960 Leslie Dana Gold Medal for meritorious work 
in the field of sight conservation and prevention of blindness. 

The medal was presented to him on April 27, in St. Louis 
at a dinner sponsored jointly by the St. Louis Society for 
the Blind and the St. Louis Ophthalmological Society. 

Dr. Cordes, chairman of the Department of Ophthalmology 
at California University Medical Center, was cited as “a 
leader in all phases of ophthalmology, including the pre- 


vention of blindness.” 
* * & 


Hahnemann Hospital, in conjunction with Presbyterian 
Medical Center, has established a clinic hospital urologi- 
cal specialty service which was made possible through a 
grant by the Hahnemann board of directors. An approved 
urologic residency training program has been established at 
Hahnemann Hospital in affiliation with Presbyterian Medi- 
cal Center, and hospital facilities are now available for the 
study and surgical treatment of all patients requiring uro- 
logic care. Patients who are eligible for clinic care are 
admitted either by the Presbyterian out-patient department 
or directly through the Hahnemann Hospital admission office. 
No charge is made for professional services, and hospital 
charges are based on individual social service evaluation. 
No restriction is placed on the geographical area from which 
patients may be received. 


GENERAL 


The California Society of Plastic Surgeons held its elev- 
enth annual meeting at the Del Monte Lodge, Pebble 
Beach, California, on March 23, 24, 25, 1961. Approxi- 
mately 160 members, guests and their wives attended. 

The new officers elected for 1961-1962 are: President, Dr. 
Paul P. Pickering, San Diego; president-elect, Dr. Richard 
A. Shepard, Oakland; vice-president, Dr. Sanford R. Diet- 
rich, Santa Barbara; secretary-treasurer, Dr. Jerome Kling- 
beil, Long Beach; historian, Dr. Paul J. Schneider, Oakland. 


* * * 


An appeal for funds to repair serious fire damage that 
was done recently to Hacetteppe Children’s Hospital at An- 
kara, Turkey, is being made in this country by Dr. Joe D. 
Wray, 1951 graduate of Stanford School of Medicine who 
for the past four years has been in Ankara, where he played 
a major role in the building of the hospital. Equipment 
valued at some $51,000 has to be replaced from foreign 
sources. Arrangements have been made for the organization 
CARE to serve as an agent to receive and transmit dona- 
tions. CARE will segregate for this purpose any donations 
that are addressed: CARE, Hacetteppe Children’s Hospital 
Fund, 600 First Street, New York 16, N. Y. 
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The Arthritis and Rheumatism Foundation is offering 
predoctoral, postdoctoral and senior investigatorship 
awards in the fundamental sciences related to arthritis for 
work beginning July 1, 1962. Deadline for applications is 
October 31, 1961. The awards are intended as fellowships 
to advance the training of young men and women of prom- 
ise for an investigative or teaching career. They are not in 
the nature of a grant-in-aid in support of a research project. 

The program provides for three awards: 

1. Predoctoral Fellowships—limited to students who hold 
a bachelor’s degree are tenable for one year, with prospect 
of renewal. Stipends range from $2,000 to $3,000 a year. 

2. Postdoctoral Fellowships, limited to applicants with the 
degree of Doctor of Medicine, Doctor of Philosophy or their 
equivalent, are tenable for one year, with prospect of re- 
newal. Stipends range from $5,000 to $7,000 a year. 

3. Senior Investigator Awards, made to candidates hold- 
ing or eligible for a “faculty rank” such as instructor or 
assistant professor (or equivalent) and who are sponsored 
by their institution. Stipends are from $7,000 to $10,000 a 
year and are tenable for five years. 

Further information and application forms may be ob- 
tained from the Medical Director, Arthritis and Rheumatism 
Foundation, 10 Columbus Circle, New York 19, N. Y. 


POSTGRADUATE 
EDUCATION NOTICES 





THIS BULLETIN of the dates of postgraduate education 
programs and the meetings of various medical organ- 
izations in California is supplied by the Committee on 
Postgraduate Activities of the California Medical Asso- 
ciation. In order that they may be listed here, please 
send communications relating to your future medical or 
surgical programs to Postgraduate Activities, California 
Medical Association, 2975 Wilshire Boulevard, Los An- 
geles 5. 


UNIVERSITY OF CALIFORNIA AT LOS ANGELES 


Clinical Traineeships — Anesthesia, Dermatology 
and Pediatric Cardiology. Dates by arrangement. 
Minimum period—two weeks. Fee: Two weeks, $150.00; 
four weeks, $250.00. 

Management of Multiple Injury Patient—Harbor 
Hospital. Friday and Saturday, May 19 and 20. Thir- 
teen hours. Fee: $55.00 (includes lunch and dinner). 

Common Emergencies in Clinical Practice. Saturday 
and Sunday, May 27 and 28. Thirteen hours. Fee: 
$40.00. 

Office Surgery. Saturday, June 17. Six hours lecture, 
four hours lab. Fee: Lecture and lab, $40.00; Lecture 
only, $25.00. 

Dermatology in Clinical Practice. Monday and Tues- 
day evenings, 7:30 to 10:00 p.m., July 10 and 11. Fee: 
$25.00. 

Advanced Seminars in Dermatology (for Dermatolo- 
gists). Wednesday through Sunday, July 12 through 16. 
University Conference Center, Lake Arrowhead. Thir- 
teen hours. Fee: $150.00 (includes room and meals). 


Infertility. Friday and Saturday, July 14 and 15.7 


Advanced Seminar on Infertility. Sunday through 
Wednesday, July 16 through 19. University Conference 
Center, Lake Arrowhead. Fee: $137.50. 


*Fee to be announced. 
tHours and fees to be announced. 
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General Pediatrics. Wednesday through Sunday, August 
2 through 6. University Conference Center, Lake Arrow- 
head. Sixteen hours. Fee: $150.00 (includes room and 
meals). 

Advanced Seminars in Internal Medicine. Sunday 
through Wednesday, August 6 through 9. University 
Conference Center, Lake Arrowhead. Fee: $137.50 (in- 
cludes room and meals). 

Lower Extremities Prosthetics. Monday through Fri- 
day, September 25 through 29. Fee: $125.00. 

For information on courses for physicians or ancillary per- 
sonnel contact: Thomas H. Sternberg, M.D., assistant 
dean for Continuing Medical Education, U.C.L.A. Med- 
ical Center, Los Angeles 24. BRadshaw 2-8911, Ext. 
7114, 


UNIVERSITY OF CALIFORNIA, SAN FRANCISCO 


Diagnosis in Ophthalmology. Thursday through Sat- 
urday, June 1 through 3. Twenty-one hours. Fee: 
$60.00. 

Proctology. Thursday and Friday, May 18 and 19. Four- 
teen hours. Fee: $50.00. 

Recent Advances in Gastroenterology. Tuesday and 
Wednesday, May 2 and 3. Fourteen hours. Fee: $40.00. 

Basic Electrocardiography for the General Physi- 
cian. Friday and Saturday, June 9 and 10. Fourteen 
hours. Fee: $40.00. 

Cerebral Palsy. Friday, June 30. Seven hours.* 

Fundamental Practices of Radioactivity and the Di- 
agnostic and Therapeutic Uses of Radioisotopes. 
Two or three month course limited to one enrollee per 
month. Fee: $350.00. 

For information on courses for physicians or ancillary per- 
sonnel contact: Department of Continuing Medical Edu- 
cation in Medicine and Health Sciences, University of 
California Medical Center, San Francisco 22. MOntrose 
4-3600, Ext. 665. 


PRESBYTERIAN MEDICAL CENTER, SAN FRANCISCO 


Psychological Problems in General Practice. Sunday, 
May 21. Eight hours. Fee: $25.00. 

Horizons in Surgery. Saturday, June 17. Eight hours. 
Fee: $25.00. 

Conference on Strabismus. Wednesday through Fri- 
day. July 26 through 28. Limited enrollment. Fee: 
$100.00. 

Contact: Arthur Selzer, M.D., program committee chair- 
man, Presbyterian Medical Center, Clay and Webster 
Sts., San Francisco 15, WEst 1-8000, Ext. 303. 


UNIVERSITY OF SOUTHERN CALIFORNIA, 
LOS ANGELES 


Hawaii Course. August 2 through 18. The USC School of 
Medicine will offer the 4th Postgraduate Refresher 
Course to be held in Honolulu and on board the S.S. 
Matsonia. (As a time and money saver, air travel is also 
possible.) 

Basic Home Course in Electrocardiography. One year 
postgraduate series, electrocardiogram interpretation by 
mail. Physicians may register at any time and receive 
all 52 issues. Fifty-two weeks. Fee: $100.00. 


331 




































Advance Home Course in Electrocardiography. One 
year postgraduate ‘series, electrocardiogram interpreta- 
tion by mail. Fifty-two issues: $85.00. Physicians may 
register at any time. 

Recent Advances in Medicine. Thursday and Friday, 
November 9 and 10, Statler Hotel, Los Angeles. 

Contact: Phil R. Manning, M.D., Associate Dean and 

Director, Postgraduate Division, University of Southern 

California School of Medicine, 2025 Zonal Avenue, Los 

Angeles 33. CApital 5-1511. 


COLLEGE OF MEDICAL EVANGELISTS 


Alumni Postgraduate Convention. March 13 through 
15, 1962, Ambassador Hotel, Los Angeles. Contact: 
Kenneth H. Abbott, M.D. 

Clinical Traineeships available in clinical departments 
by arrangement with Postgraduate Division and Post- 
graduate Chairman of department involved. In addition 
to those listed other traineeships in other departments 
can be arranged. Eighty hours minimum, Limited en- 
rollment. Begin when individually arranged. 

1. Anesthesia. Six months. 250 to 300 hours. Fee: 
$350.00. 

2. Internal Medicine. Two weeks to nine months. 

3. Pulmonary Diseases (can be arranged). 

4. Traumatology. One month. 160 hours. Fee: $125.00. 

5. Urology (can be arranged). 


For information contact: Office of the Dean, College of 
Medical Evangelists, 1720 Brooklyn Ave., Los Angeles 
33. ANgelus 9-7241, Ext. 214. 


CALIFORNIA MEDICAL ASSOCIATION 
POSTGRADUATE INSTITUTE—1961 


Sacramento Valley Counties, June 30 and July 1, in co- 
operation with Stanford University School of Medicine, 
Tahoe Tavern, Lake Tahoe. Chairman: Joel T. Janvier, 
M.D., 3632 Marysville Road, Del Paso Heights. 


v 7 ? 


AUDIO-DIGEST FOUNDATION 


Aupio-Dicest FounpaTION, a nonprofit subsidiary of the 
California Medical Association, offers a subscription 
series of hour-long tape recordings condensing high- 
lights of important literature and leading national meet- 
ings. Designed to be heard in the automobile, home, or 
office. Six different services are offered—General Prac- 
tice, Surgery, Internal Medicine, Obstetrics-Gynecology, 
Pediatrics, and Anesthesiology. Also, just compiled and 
released is a Catalog of Classics, offering panel discus- 
sions and symposia on specific subjects in all specialties. 


Medical Dates Bulletin 


MAY MEETINGS 


Butre County BrancH AMERICAN CANCER Society Sec- 
ond Annual Northern California Cancer Conference. 
May 17, 8:30 a.m., Richardson Springs, near Chico. 
Contact: Mrs. Pat Tapp, secretary, 1376 E. Ist Ave., 
Chico. 

Nevapa CHAPTER AMERICAN ACADEMY OF GENERAL PRac- 

Tice. May 18-20, Riverside Hotel, Reno, Nevada. Con- 

tact: John M. Watson, Secretary, 1845 Prater Way, 

Sparks, Nevada. 
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MepicaL STAFF OF CHILDREN’s HospPITAL OF THE East 
Bay Ninth Annual Clifford Sweet Seminar. May 18, 19 
and 20. Hotel Claremont, Berkeley, and Children’s Hos- 
pital of the East Bay. Contact: Seymour J. Harris, M.D., 
chairman, Lectureship Committee, 401 29th Street, Oak- 
land 9. 


CauirorniA Heart Association Annual Meeting and 
Scientific Session. May 19 through 21, Disneyland Hotel, 
Anaheim. Contact: J. Keith Thwaites, Exec. Director 
1370 Mission Street, San Francisco. 


AMERICAN ORTHOPAEDIC ASSOCIATION (members and 
guests). May 22-25. The Ahwahnee Hotel, Yosemite. 
Contact: Lee Ramsay Straub, M.D., Secretary, 535 E. 
70th St., New York 21. 


AmerIcAN UrotocicaL Association, INc. May 22-25. 
Biltmore Hotel, Los Angeles. Contact: Mr. William P. 
Didusch, Executive Secretary, 1120 N. Charles St., 
Baltimore 1. 


MemonriAt Hospitat oF Lone Beacu, Third Annual Med- 
ical Staff Symposium. May 24. New Memorial Hospital, 
2801 Atlantic Ave., Long Beach 6. Contact: George X. 
Trimble, M.D., secretary, Memorial Hospital of Long 
Beach. 


SUMMER AND FALL MEETINGS 


Sequoia Hospitat Fourth Annual Symposium on “Man 
and His Environment” beginning at 8:30 a.m., June 
3. Contact: Eldon E. Ellis, M.D., program chairman, Se- 
quoia Hospital, Whipple and Alameda, Redwood City. 


Los ANGELES ACADEMY OF GENERAL PRACTICE SYMPO- 
stuM. Wednesday, June 7, 9:00 a.m. to 5:00 p.m., Statler 
Hotel, Los Angeles. Contact: Hammond S. Horton, 
M.D., 845 Foothill Boulevard, La Canada, California. 


WeEsTERN BRANCH, AMERICAN PuBLic HEALTH AssocIA- 
TIon Annual Meeting (joint with U. S.-Mexico Border 
Public Health Association). June 26 through 29, El 
Cortez Hotel, San Diego. Contact: Robert E. Mytinger, 
M.P.H., director, Executive Office Western Branch, 
APHA, 693 Sutter Street, San Francisco 2. 


Nevapa State Mepicat Association 58th Annual Meet- 
ing and 11th Annual Conference of the Reno Surgical 
Society. August 23-26. Reno, Nevada. Contact: Mr. 
Nelson B. Neff, Exec. Secretary, Nevada State Medical 
Association, 506 Humboldt St., Reno. 


St. Joun’s Hosprrat Postgraduate Assembly. September 
14 through 16. St. John’s Hospital, 1328 22nd St., Santa 
Monica. Contact: John C. Eagan, M.D., director, 1328 
22nd St., Santa Monica. 


WasHINGTON State Mepicat Association Annual Con- 
vention. September 17-20. Olympic Hotel, Seattle, Wash. 
Contact: R. W. Neill, 1309 7th Ave., Seattle. 


San Francisco Heart AssociaTION 31st Annual Postgrad- 
uate Symposium. September 27 through 29, St. Francis 
Hotel, San Francisco. Contact: Lawrence I. Kramer, Jr., 
executive director, 259 Geary Street, San Francisco 2. 


CALIFORNIA SOCIETY OF INTERNAL MepicinE Annual Meet- 
ing. September 29 through October 1. Hotel del Coro- 
nado, Coronado. Contact: Philip L. Pillsbury, M.D., 
secretary-treasurer, 350 Post Street, San Francisco 8. 


Kaiser Founpation Hospitats in NorRTHERN CALIFORNIA 
Fifth Annual Symposium on Immunology and Autoim- 
mune Disease. October 6 and 7, Fairmont Hotel, San 
Francisco. Contact: Martin A. Shearn, M.D., director 
of medical education, 280 West MacArthur Blvd., 
Oakland. 
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WEsTERN INDUSTRIAL MepicaL AssociATION Western Oc- 
cupational Health Conference, October 6 and 7, Bilt- 
more Hotel, Los Angeles. Contact: B. M. Brundage, 
M.D., Medical Director, Atomics International, P. O. 
Box 309, Canoga Park, Calif. 


Los AnceLes County Heart Association Professional 
Symposium. October 11-12. 9 a.m.—5 p.m., Statler Hil- 
ton Hotel, Los Angeles. Contact: Manuel Siegel, Pro- 
gram Director, 2405 W. 8th St., Los Angeles 57. 


CALIFORNIA ACADEMY OF GENERAL Practice 1961 Scien- 
tific Assembly. October 15-18. Statler Hilton Hotel, Los 
Angeles, Contact: William W. Rogers, Exec. Secretary, 
461 Market Street, San Francisco 5. 


St. Jupe Hosprtat PostcrapuaTe AssEMBLY, Fullerton, 
October 22, all day beginning at 8:30 a.m. Contact: 
B. L. Tesman, M.D., St. Jude Hospital, Fullerton. 


American Socitty oF ANESTHESIOLOGISTS, INC., October 
22 to 27, Statler Hilton, Los Angeles. Contact: Mr. John 
W. Andes, executive secretary, 515 Busse Highway, Park 
Ridge, Illinois. 


San Dieco County Heart Association Eleventh Annual 
Symposium. San Diego Veterans War Memorial Build- 
ing, October 27 and 28. Contact: O. M. Avison, execu- 
tive director, 3545 Fourth Avenue, San Diego 3. 
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AMERICAN COLLEGE OF PuysiciANs Southern California 
Region Annual Basic Science Lecture. Statler Hilton, 
Los Angeles, November 1, 6:30 p.m. Contact: George 
C. Griffith, M.D., Governor, Box 25, 1200 North State 
Street, Los Angeles 33. 


San Dieco County GENERAL Hospirat Fifteenth Annual 
Postgraduate Assembly. November 1 and 2. No registra- 
tion fee. Contact: David E. Wile, M.D., chairman, San 
Diego County General Hospital, San Diego. 

Los ANcELEs Pepiatric Society (of Los Angeles County 
Medical Association) Annual Brennemann Lecture 
Series. Ambassador Hotel, Los Angeles, November 8 
and 9. Contact: Neil N. Litman, M.D., vice-president, 
9209 Sixth Avenue, Inglewood 4. 

San Dreco CHapter, CALIFORNIA ACADEMY OF GENERAL 
Practice Fifth Annual Meeting. November 9 through 
11, Riviera Hotel, Las Vegas. Contact: George H. 
Burkhart, M.D., 514 Third Ave., Chula Vista. 

AmerRIcAN COLLEGE OF CHEST Puysicians Seventh An- 
nual Postgraduate Course on Diseases of the Chest, 
December 4 to 8, 9 to 5 daily, Statler Hilton Hotel, Los 
Angeles. Contact: Mr. Murray Kornfeld, executive di- 
rector, 112 East Chestnut Street, Chicago 11, Illinois. 

Western Surcicat Association, November 29 through 
December 1, St. Francis Hotel, San Francisco. Contact: 
Walter W. Carroll, M.D., secretary, 700 N. Michigan 
Ave., Chicago 11. 
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ROLE OF THE PHYSICIAN IN ENVIRONMENTAL 
PEDIATRICS—Carl C. Fischer, M.D., Professor and Head 
of the Department of Pediatrics, Hahnemann Medical Col- 
lege and Hospital; Director of the Health Service, Girard 
College, Philadelphia, Pa. Landsberger Medical Books, 
Inc., 51 East 42nd Street, New York, N. Y., 1960. 122 pages, 
$5.50. 


This small book is a compilation of lectures to medical 
students. These lectures were designed to prepare the 
medical student for his practice if he intended in any way 
to deal with children. Yet the established physician can 
read with much satisfaction to himself, his patient and to 
society in general. 

The text carries the reader from the first and older con- 
cepts of pediatrics to the modern or newer pediatrics which 
he describes as “Social Pediatrics.” The challenge to the 
physician is not only that of his individual responsibility 
to the physical and emotional well being of his patient but 
more as to how the child fits into the modern complex society 
and community living. 

Chapters with this perspective cover accidents, adoptions, 
the handicapped and the adolescent. The chapter on the 
school health program gives emphasis to the well known 
truism that if more of the required school examinations 
were made by the private physician and these more efficiently 
and more frequently than is the practice in most such 
programs, the general child health would be better. 

The author concludes his text by a statement that if the 
pediatrician shall dedicate himself to the newer concept 
of pediatrics, his reward shall be great. 

* co * 

MANUAL FOR EXAMINATION OF PATIENTS—School 
of Medicine and North Carolina Memorial Hospital, The 
University of North Carolina, Chapel Hill, N. C.; Kerr L. 


White, M.D., Chairman; The Year Book Publishers, Inc., 
200 East Illinois Street, Chicago 11, 1960. 231 pages, $4.50. 


Although this little book is entitled a Manual for Exami- 
nation of Patients, it not only describes interviewing, physi- 
cal examination and principal laboratory procedures but also 
suggests a general philosophy of patient care. The product 
of an interdepartmental committee of the University of 
North Carolina School of Medicine, it represents the evolu- 
tion of a mimeographed text designed to satisfy what the 
authors felt were two unmet needs in the standard text books 
of physical diagnosis. These were (1) a paucity of material 
on interviewing and history-taking, (2) integration of ex- 
isting knowledge in psychiatry, preventive medicine and the 
behavioral sciences into a student’s habits and methods. 

At its present stage this is a fairly authoritative, as well 
as didactic manual, although it disclaims being either. The 
outline for the history is lengthy and detailed. There is an 
emphasis on social and economic factors. The section on 
physical examination is comparatively short except for 
certain specialist examinations such as neurologic and or- 
thopedic. 

Essentially this book is intended as a filler for existing 
texts on physical diagnosis. It emphasizes certain selected 
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items in great detail and leaves out others of equal im- 
portance. It is the sort of book which can serve well in the 
institution of the authors but needs to be more complete 
before it can be recommended for general circulation. 


Epcar Waysurn, M.D. 
* ak * 


SEA WITHIN—The Story of Our Body Fiuid—William 
D. Snively, Jr., M.D., Lecturer in Pediatrics, University 
of Louisville School of Medicine; Attending Physician, 
Evansville Child Health Conferences; Medical Department, 
Mead Johnson & Company. J. B. Lippincott Company, 
East Washington Square, Philadelphia 5, Pennsylvania, 
1960. 150 pages, $3.95. 


James L. Gamble, founder of the modern study of electro- 
lytes said, “Before our extremely remote ancestors could 
come ashore to enjoy their Eocene Eden or their Paleozoic 
Palm Beach, it was necessary for them to establish an 
enclosed aqueous medium which would carry on the role 
of sea water.” The great importance of our body fluids and 
their relationship to their distant ancestor, the sea, are the 
major concerns of this small volume. 

It is the story of the chemistry and physiology of the body 
fluids, done for the layman and the ancillary medical worker. 
The concepts are presented simply, usually by analogy and 
illustration. Most of the analogies are good, although occa- 
sionally they become more cute than educational—for in- 
stance, Chapter 9, entitled “The Seal of Death,” which 
discusses diseases of volume deficit and of volume excess. 

Although intended primarily for the layman this book 
can be of interest—and is well recommended—to the large 
numbers of physicians among us who are still perplexed by 
the intricacies of the facts about the body fluids. 

Epcar Waysurn, M.D. 
* * * 


DIVERTICULITIS—Sara M. Jordan, M.D., Founder and 
Former Head of the Department of Gastroenterology, The 
Lahey Clinic; member of the Staff, New England Baptist 
Hospital, and New England Deaconess Hospital, Boston, 
Massachusetts; and Russell S. Boles, Jr., M.D., Member 
of the staff, Department of Gastroenterology, The Lahey 
Clinic; New England Baptist Hospital, and New England 
Deaconess Hospital, Boston, Massachusetts. Modern Med- 
ical Monographs 21—Irving S. Wright, M.D., Editor in 
Chief, and Richard H. Orr, M.D., Consulting Editor. 
Grune & Stratton, Inc., 381 Fourth Avenue, New York 
16, N. Y., 1960. 90 pages, $4.75. 


This 82-page monograph is the last undertaking of Sara 
Jordan, finished by her collaborator, Russell Boles, Jr. It is 
a succinct and critical review of the history of diverticulosis 
and diverticulitis followed by a discussion of the subject 
based on the authors’ broad experience with colon disorders. 

The diagnosis and treatment of diverticulosis and diver- 
ticulitis and their complications are discussed at some 
length. The indications for surgical intervention are pre- 
sented but the details of surgical techniques are omitted. 

This is recommended reading for anyone interested in the 
subject. 

Epcar Waysurn, M.D. 
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